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The fractures which commonly complicate dis- 
location of the humerus are those involving the head 
and anatomical neck, the surgical neck and finally 
the greater tuberosity. These three varieties are 
about equally often encountered. All other breaks 
are rare. 

Irreducible dislocaticn constitutes the operative 
indication, whereas the existing fracture must be 
met as a complication. The varieties thus far re- 
ported may be grouped as follows: 

Anterior Dislocation with Single Break of Hu- 
merus.—Head or anatomical neck; anatomical neck 
with piece of shaft; surgical neck; tuberculosis; 
epiphyseal separation. 

Scapula.—Glenoid; anatomical neck; surgical 
neck ; acromion; coracoid. 

‘ Posterior Dislocation with Single Break of Hu- 
merus.—Head ; tuberosities. 

Humerus and Scapula—Great tuberosity and 
coracoid ; great tuberosity and glenoid; great tuber- 
osity; surgical neck of humerus; anatomical neck 
of scapula. 

The aim of the operation is to restore and main- 
tain anatomical relations and to remove fragments 
which cannot be returned to their normal position, 
provided that such a fragment if left in an abnormal 
situation could diminish the usefulness of the arm. 
The operative indications are as follows: 

Anterior Dislocation with Fracture of the Head 
or Through the Anatomical Neck.—Head frag- 
ments or the anatomical head itself when com- 
pletely separated from the shaft should be removed. 
The completely detached fragment is deprived of 
circulation, cannot be held in approximation to 
the shaft of the humerus and drops to some de- 
pendent portion of the capsule or remains outside 


of the joint after the diaphysis has been returned to 
its normal position. Finally, this fragment if left 
within the joint gives rise to secondary changes 
within the articulation which limit the usefulness of 
the member. 

There are no specimens obtained by operation or 
by autopsy which have been examined microscop- 
ically and prove that a break of the head can unite 
with the shaft by bony union. Such records as are 
at hand refer to the group where the break passes 
through the anatomical neck and shaft of the hu- 
merus as well. These will be considered separately. 
It is highly improbable, judging from specimens 
obtained on operation, that the effusion would allow 
approximation sufficient to permit such a bone graft 
to live—and furthermore, when the fragment does 
remain within the capsule, no operative fixation 
could guarantee approximation of a completely de- 
tached fragment even in the absence of effusion. 

When the fragment remains outside of the cap- 
sule it may be located in any one of the positions 
occupied by the head of the humerus in uncompli- 
cated anterior dislocation or the detached piece 
of bone drops down and becomes crowded against 
the shaft of the humerus. Most of the head frag- 
ments are found to be more or less comminuted, 
and when thése fragments remain within the cap- 
sule they become imbedded in new-formed connec- 
tive tissue. The joint already suffered because of 
the primary injury; to this damage is added the 
irritation produced by the foreign bodies, with the 
result that motion is greatly restricted and painful. 

When the fragment remains outside of the cap- 
sule—as is usually the case—the secondary condi- 
tions demanding removal are mechanical interfer- 
ence with motion and danger to vessels and nerves. 
Occasionally a detached fragment of bone devoid 
of circulation becomes infected: either by way of the 
blood current or through the lymphatics, but this 
event is so uncommon that it may be considered 
relatively unimportant. 

There are cases which demonstrate that a de- 
tached extracapsular fragment need not necessarily 
cause symptoms. Most of these displaced frag- 
ments do, however, give rise to: conditions which 
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demand that the piece of bone be removed. Con- 
sidering the far greater risk and difficulty of re- 
moving a fragment after it has become firmly im- 


bedded in new connective tissue, which in turn is in- - 


timately attached to surrounding structures, it can- 
not be too strongly urged that operative interfer- 
ence should be undertaken pron:ptly within a few 
days after the injury. 

When the fragment has rctated and become 
wedged edgewise into the cancellous tissue of the 
‘upper end of the humerus, removal is always indi- 
cated. 

Anterior Dislocation with Fracture of the Head 
or Through the Anatomical Neck.—When the frag- 
ment lies within the joint it should be removed 
for the reasons above given. When outside the 
joint and producing no symptoms, I see no reason 
for its removal. The slight chance of infection 
by way of blood current or lymphatics is not suf- 
ficient ground to undertake an operation oftentimes 
very severe and which in such an instance aimed 
only at removing a remote possibility. 

Anatomical Neck with a Fragment of the Shaft. 
—Representative cases of this group constitute the 
material for reports of union of fracture of the 
anatomical neck, either by non-operative or opera- 
tive measures. The size of the shaft fragment at- 
tached to the head varies from a small crescentic 
rim about the lower portion to a section of the 
diaphysis bounded by a fracture plane starting in 
anatomical neck between the top of the great tuber- 
osity and the head and terminating four or five 
inches below on the inner side of the shaft. 

Although the head receives blood supply from 
the entire circumference in the region of the scap- 
ular attachment the maximum supply reaches the 
head through the foramina on the shaft close to the 
head on the posterior and inferior surface. This is 
the region most frequently attached to the head 
fragment. Even a small portion of this diaphyseal 
region remaining is sufficient to preserve enough 
blood supply to ensure vitality of the fragment. If 
the periosteal attachment is preserved, the chances 
for sufficient blood supply are better, but the vessels 
entering the above-mentioned foramina are quite 
able to give sufficient nutrition even when the peri- 
osteal bridge is torrt. 

The variety with a large piece of the diaphysis 
still attached to the head is called by Jones a “split 
fracture.” 

If it be possible in a recent case to determine by 
the aid of a radiograph that we have to deal with 
a fracture through the anatomical neck and that a 
piece of the shaft is still attached to the fragment, 


and if at the same time it be determined that this 
fragment still lies within the joint, an operation is 
not advisable until failure to obtain union by non- 
operative care (abduction position) forces the open 
operation upon the patient. In my opinion the re- 
ported cases of union after fracture of the anatom- 
ical neck belong to this class and the successes are 
so numerous and the final result so satisfactory that 
operation is not the treatment to be considered pri- 
marily. If after three weeks there is still crepitus, 
exploration is in order. Unfortunately, when union 
does not occur crepitus is not always present, the 
fracture surfaces becoming covered with a deposit 
of connective tissue which gives a grate indistin- 
guishable from the crepitus present in joints that 
have suffered severe injury. In this instance one 
must wait sufficient time to permit union, provided 
the radiograph shows no separation, and if in an 
average case at the end of eight weeks motion is 
painful and unduly limited, after properly conducted 
massage and passive motion, then an open operation 
is to be considered. 

The results without operation and the risk of op- 
eration are to he balanced against the operative re- 
sults, and in spite of the fact that the nearer the 
operation to the time of injury the greater the chance 
of success, fully fixing a fragment in place. I am 
of the opinion that unless it has been demonstrated 
with great probability that union will not occur be- 
cause of the circumstances in a given case, the pa- 
tient should have the benefit of a chance by non- 
operative care. 

When the fragment is wedged into the upper end 
of the humerus, it should be removed promptly as in 
the similar condition of head fractures without in- 
volvement of the diaphysis. 

It is more common to have the head fragment 
remain outside of the joint. If this fragment cannot 
be reduced and treated as break of this type without 
dislocation, an open operation is indicated imme- 
diately, and it is in this group where one is justified 
in operating promptly for the purpose of reduction 
with subsequent fixation that the best operative re- 
sults are recorded. Immediate excision can be de- 
cided upon only after finding that the conditions of 
circulation in the fragment do not warrant an at- 
tempt to restore the piece to its normal position 
with hope of subsequent union. 

In old cases where the fragment lies within the 
joint, excision is the only procedure, the reason 
being that during the attempts to dislodge the frag- 
ment from its connective tissue bed, it is deprived of 
whatsoever circulation it possessed. Even if this 
does not occur there is no way of fixing such a 
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fragment within the joint in such a manner that the 
shoulder could be moved sufficiently early to pre- 
vent great limitation of motion between the scapula 
and humerus. The joint is already partly disorgan- 
ized and the additional injury of the operation com- 
bined with fixation long enough to guarantee firm 
bony union, serves to favor complete anchylosis. 

The outlook after removal of the head fragment 
is much better. Motion can be established within 
a few days. When the fragment lies outside of the 
joint and produces no symptoms, no operative in- 
terference is indicated. Where there is interference 
with function, pressure on nerves or vessels or pain, 
an operation is indicated. In almost every instance 
these fragments will be excised. They are firmly 
imbedded in connective tissue, which in turn is inti- 
mately connected with the surrounding tissue. Any 
attempt to preserve the circulation of the fragment 
is futile; the opening in the capsule has long since 
closed; the capsule itself contracted as well as the 
muscles which have adapted themselves to the new 
position of the shaft of the humerus; there is, in 
other words, no longer any room in the joint for 
the head, and room cannot be made without too 
much damage even if the circulation of the frag- 
ment is preserved. 

Only in the type called “split fracture,” where 
there is attached to the head a long piece of diaphy- 
sis is it possible to freshen the fracture surfaces, re- 
place the bone and fasten in place by means of the 
diaphyseal portion of the fragment in such a man- 
ner that passive motion can be started early to ob- 
tain a useful joint. 

Anterior Disiocation with Break of the Surgical 
Neck.—In a recent case where the fragment is ir- 
reducible by non-operative measures, an open oper- 
ation is indicatd immediately, no matter what the 
variety of anterior dislocation or the seat of break 
in the surgical neck. 

In an old case the method of treatment depends 
somewhat upon the seat of break in the surgical 
neck, and upon the relative position of the two frag- 
ments. With a break close to the tuberosities, an 
ordinary subecracoid dislocation of the head and 
union with moderate deformity, the head fragment 
will be found to be short. In this instance it is well 
to replace the head without any attempt at correct- 
ing the deformity at the seat of fracture. After mo- 
tion has been re-established in the joint and after 
the conditions of the articulation are such that im- 
mobilization would not favor intraarticular adhe- 
sions of such a character as to destroy what func- 
tion there is, then an attempt may be made to cor- 
rect any bony deformity as the seat of fracture, 


which is so marked as to demand interference be- _ 
cause of the disability produced. The conditions dif- 
fer here very materially from those present in 2 
fresh injury ; because of the long disuse of the joint, 
and the trauma of operation, it is unwise to treat the 
break until a joint has been re-established which 
will not be obliterated by the immobilization neces- 
sary to obtain healing of the fracture. 

Another reason for reducing the dislocation first 
in this type of injury is that the heal fragment 
is small and hard to manage. If left intact with the 
shaft the humerus is far more valuable as an imple- 
ment aiding reduction than any instrument. It is, 
therefore, best to replace the dislocation first and 
wait for several months before attempting correc- 
tion of the fracture deformity, should this seem ad- 
visable after such an elapse of time. 

In the other extreme, however, where the break 
is several inches down the shaft and the head of 
the humerus is in the axilla, with union between the 
fragments; at an angle sometimes approaching go 
degrees, the conditions are reversed. 

In this instance it is certain that the fracture will 
have to be readjusted to permit the use of the 
shoulder. It is better to correct the deformity at 
the seat of fracture, putting the arm up in the line 
et the head fragment. This may or may not require 
an open eperation depending upon the character of 
the conditions at the seat of the break. If the break 
is not quite solid, an cpen operation must be done 
to correct the faulty condition. After union is 
well under way, usually im about four weeks, a 
second operation is performed to reduce the dislo- 
cation. No strain need be put upon the break as 
the head fragment is long. By the time the wound 
in the capsvlé has healed sufficiently to attempt mo- 
tion, that is, in about two weeks, the callus at the 
seat of fracture will be sufficiently strong to stand 
the gradually increasing strain of passive and active 
motion. 

{t not infrequently happens that the humerus is 
broken in an attempt to reduce an old dislocation, 
we have now to dea! with a new situation. it has 
heen the custom to resect the head even when the 
break was well down the shaft. The results are 
favorable, but are to be compared only with the 
results of cases where the head is removed because 
the fracture has been proven to be irreducible after 
an open operation. 

In my opinion primary resection is not to be re- 
sorted to except in head breaks and such fractures 
through the anatomical neck as preclude the prob- 
ability of a successful outcome. In all other cases, 
that is, for tuberosity, surgical neck and shaft 
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breaks, it is my opinion that an attempt should be 
made to obtain union first and that after this has 
been established, an open operation should be re- 
sorted to. Should reduction by open operation fail, 
because of any one or a combination of the condi- 
tions enumerated below, then resection of the head 
can be resorted to, 

The obstruction to reduction in old cases of ante- 
rior dislocation with fracture of the surgical neck 
may be due to bones, ligaments, muscles, adhesions 
and hemorrhages. In individual instances, some 
one of these obstacles seems to be predominantly 
to blame. 

The bony changes about the anterior portion of 
the glenoid in connection with the formation of a 
new socket may prevent restoring the humeral head 
to its normal position. Again the head of the bone 
may have been altered in shape in its new position, 
so as to render replacement non-feasible. The cap- 
sule and ligaments of the shoulder joint are flat- 
tened across the glenoid, adjust themselves to their 
new position and reduce the joint cavity to a mere 
siit. The rent in the capsule closes so that any at- 
tempt to replace the head simply pushes the lower 
anterior portion of the capsule upwards and out- 
wards. Muscular interposition is not so common 
an obstacle, but occasionally the subscapularis, long 
head of the biceps or biceps tendon, will be found 
to obstruct reduction. 

The upper and anterior capsular wall and the 
coraco-gleno-humeral and acromio humeral liga- 
ments interfere with replacement of anterior dislo- 
cation. (Bach.) 

Muscular contractions are more important, the 
subscapularis being the chief offender, although the 
pectoralis major, latissimus dorsi and teres major 
will be found unduly taut in an attempt to abduct 
the arm. Fortunately the attachment of this latter 
group is usually on the shaft fragment, thereby leav- 
ing the subscapularis in most cases alone to be 
dealt with. Very rarely ossification occurs in the 
insertions of muscles and in the capsules. 


The greatest obstruction is cue to adhesions. 
These may form such a dense mass that it is im- 
possible to separate the head fragment from sur- 
rounding structure without much risk and never 
without much hemorrhage. This hemorrhage may 
be so severe as to endanger the patient’s life and 
demand packing the wound without any further at- 
tempt either at reduction or resection. Most of the 
bleeding is venous from the large axillary tribu- 
taries of the axillary vein imbedded in the scar 
tissue. The anterior circumflex and scapular veins 
are flattened out across the humerus and are apt to 


be torn off ciose to the axillary vein itself. Any 
combination of the above impediments may prevent 
replacement in an old case, but it will be found in 
most instances that adhesions, alterations in the cap- 
sule and contraction of the subscapularis are pre- 
eminently to blame. 

In dealing with these obstructions one must bear 
in mind that the primary object is to obtain a use- 
fularm. Restitution of normal anatomical relations 
favor such a result, but an attempt to achieve this 
end should not be undertaken, provided the inter- 
ference necessary is so extensive as to render it 
highly improbable that the functional outcome will 
be improved. The mere restoring of normal ana- 
tomical relationship does not necessarily mean im- 
proved function. 

Where there is much osseous change either in the 
head of the humerus or at the circumference of a 
new-formed socket, or both, in an old case, no 
operative measure is indicated unless there is pain. 
There are too many observations on record of use- 
ful arm with the head in a new socket outside of the 
glenoid to recommend surgical interference, in as 
much as the operative results in this type constitute 
no reason for holding out hopes of improved func- 
tion to a patient. 

When there is pain, however, an attempt to im- 
prove the patient’s condition is justifiable. If there 
be no marked change in the head of the humerus 
aud the bony changes about the glenoid are not so 
extensive but what removal of the obstructing new 
bone is possible without diminishing the area of the 
glenoid surface, then an attempt can be made to re- 
piace the head. Any diminution in the size of the 
glenoid predisposes to a recurrence of the disloca- 
tion. When there is much change in the head itself, 
then resection of the head immediately is to be 
preferred, the shaft then being brought into rela- 
tion with the glenoid. 

No statement is possible regarding the indications 
for treating with adhesions. These must be divided 
as they are found, a dangerous step in the opera- 
tion for the reasons above mentioned. Even when 


it is possible to deal with the osseous changes, the 


contracture of the capsule and subcsapularis offers 
serious obstruction to reduction. The indications 
are to divide both freely, restore the head to its 
normal position and trust to the formation of a new 
cepsule to take the place of the atrophied and con- 
tracted normal structure. In every case an effort 
should be made to bring the shaft into normal rela- 
tion with the scapula, if possible, without resection 
of the head, because even an anchylosed shoulder 
with the bones in normal position is better than 1 
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painful neoarthrosis with the bones in abnormal po- 
sition. If the combination of impediments prevents 
preservation of the head, as a last resort resect the 
head, leaving the shaft in the abnormal position in 
the hope of relieving pain by obtaining anchylosis. 
Again, I would emphasize that hemorrhage may 
defeat all attempts. 

The greater the lapse of time between the acci- 
dent and the operation, the more severe the opera- 
tion because of the greater changes possible in 
bones, muscles, capsule and density of adhesions and 
the smaller the chance of obtaining motion. 

(To be continued.) 


NEPHROPEXY, WITH SPECIAL REFER- 
ENCE TO AN IMPROVED TECHNIC. 
F. G. DuBose, M.D., 
SELMA, ALA, 


Every mechanically displaced kidney, every uni- 
lateral or bilateral nephroptosis of the second degree 
associated with renal symptoms, or with stomach, 
liver, biliary, or pancreatic disorders possibly trace- 
able to pressure, requires kidney fixation. In all 
cases of wandering kidney, unilateral or bilateral, 
of the third degree, nephropexy is imperative. 

The failure of good results following this opera- 
tion is found in the neurasthenic subject, and where 
the condition is but a factor in general enteroptosis 
or splanchnoptosis. The same failures are checked 
up against all surgical operations done on neuras- 
thenics for the relief of their nervous state, with- 
out definite and constant symptoms referable to 
the parts subjected to operation ; and without path- 
ologic conditions sufficiently severe of themselves 
to warrant surgical treatment. Even in such cases 
the digestive symptoms are greatly relieved though 
the neurosis remains unchanged. No greater mis- 
take can be made than to promise an absolute cure 
of nervous symptoms in any patient who is dis- 
tinctly a neurasthenic. 

When the general practitioner has exhausted the 
dietetic régime in conjunction with mechanical sup- 
ports, and has failed to increase the patient’s weight 
and have sufficient fat put on to hold the kidney 
within the first degree of motion, then surgery 
should be invoked. Of the many ways of perform- 
ing nephropexy one should adopt that technic which 
offers the best support, and the least danger, and 
which is the easiest to perform. 

Before going into the details of any method I 
wish to enter a protest against the insertion of 
gauze into the wound around the poles of the kid- 
ney as a support or for drainage. The fatty cap- 


sule of the kidney is easily infected, having the lim- 
ited resistance of all areolar adipose tissue. 

A clean operation without drainage is the one of 
choice. A substantial support is a necessity. The 
following technic I have followed during the past 
two years and I am satisfied with the results, be- 
lieving now that it has all the requirements and but 
few, if any, drawbacks. 

The patient is anesthetized, placed on the side or 
belly with an adjustable bridge support or kidney 
pillow underneath; the usual loin incision is made, 
beginning over the eleventh rib, passing down to 
and about the middle of the twelfth rib, continuing 
downwards and forwards to near the crest of the 
ilium, passing in its course along the outer border 
of the erector spine muscle. An oblique incision 
is better than a vertical one for the reason that the 
upper pole of the kidney is nearer the middle line 
than the lower. Cut through the fascia; then di- 
vide the muscle fibers by blunt dissection. When 
the fatty capsule of the kidney presents in the 
wound, have an assistant pass the hand under the 
belly wall and press upwards and towards the mid- 
dle line of the patient’s body under the costal arch; 
usually, this will bring the kidney up to and within 
the incision. It is rather risky to pull up on the 
fatty capsule and during traction to divide the fatty 
tissue, for one is most liable to open the peritoneal 
cavity. It is better to hug the border of the quad- 
ratus lumborum, inclining toward the middle line, 
and to bluntly dissect through the capsule; this 
markedly lessens the chances of opening the peri- 
toneum. As soon as the kidney is delivered into 
the incision a Pagenstecher or chromic catgut suture 
is passed through the fatty capsule near the lower 
end of the incision and sufficiently close to the kid- 
ney, that when tied it will buttonhole the kidney so 
that it will not again slip within the capsule (Shoe- 
maker). This single stitch will hold the kidney so 
prominent in the wound that the remaining stitches 
can be easily and quickly placed as follows: A 
Pagenstecher suture is passed under the periosteum 
of the twelfth rib about its center, then into the 
fibrous capsule of the kidney at the junction of the 
upper with the lower two-thirds of the posterior 
face of the kidney, after the manner suggested by 
Broedel ; again passed under the periosteum of the 
twélfth rib and tied as a mattress suture. Two 
other sutures are placed in similar fashion at the 
middle and lower thirds of the posterior surface 
of the kidney. These are of silkworm-gut and are 
introduced into the skin three-quarters of an inch 
from the incision and about one inch higher than 
the point of introduction into the fibrous capsule 
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of the kidney. They traverse the skin, fat, fascia 
and muscle, avoiding the adipose capsule, then into 
the true kidney capsule, passing out on the opposite 
side through muscle, fascia, fat and skin. The 
Pagenstecher and the two silkworm-gut sutures 
penetrate the true capsule (tunica fibrosa et mus- 
culosa) in three curved lines, their convexities fac- 
ing. The fifth suture is of chromic catgut and 
passes through the muscle and fascia at the lower 
part of the wound, dips deep into the fatty capsule 
so as to include the nephro colic ligament, to bring 
it up in the line of the incision and to fix it there. 
All except the two silkworm-gut sutures are tied 


. 


Capsule. 1, Buttonhole adipose capsule, after kidney is delivered 
(Shoemaker); 2, Linen (Pagenstecher) suture through periosteum 
of the twelfth rib (Broedel); 3, 4, Silkworm-gut sutures through 
true kidney capsule (avoiding the fatty capsule), muscles and skin 
(Goclet). To be tied over gauze. Removed in 14 days. 5, Linen 
suture passed deep in lower part of adipose capsule to anchor 
nephrocolic ligament (Longyear). 


and the wounl closed by the tier method. A sub- 
cuticular suture fer the skin, The silkworm-gut 
sutures are tied over gauze. Sterile gauze dressing 
over the wound, large gauze pad placed in hypo- 
chondrium protecting the kidney against displace- 
ment from vomiting or other severe strain. These 
dressings are held in place by wide strips of ad- 
hesive plaster encircling four-fifths of the entire 
body circumference. The silkworm-gut sutures 
are removed on the fourteenth day. The patient is 
allowed to be out of béd on the sixteenth day. 
Résumé: Usual position and incision. Oblitera- 
tion of retro-peritoneal or renal pouch by button- 
holing the kidney through its fatty capsule (Shoe- 
maker.) The anchoring of the nephrocolic liga- 
ment (Longyear). The insertion of sutures under 
the fibrous capsule of kidney in such a manner 
that they will not tear out (Broedel), and on the 


posterior surface of the kidney bringing it in the 
planes of its normal position and relations and re- 
taining it in such position, avoiding in this way 
kinking or torsion of the ureter (Goelet). There 
is no stripping of the capsule, no decapsulation and 
no suture within the substance of the kidney; no 
drainage is required, 


CASES OF ISCHOCHYMIA SIMULATING 
GALLSTONE DISEASE. 


Max E1nnorn, M.D., 


Professor of Medicire at the New York Post-Graduate 
Medical School. 


NEW YORK, 


It is generally known that cholelithiasis does not 
always have to run a typical course, and that it 
resembles frequently’ enough certain affections of 
the stomach (hyperchlorhydria, ulcer). 

It is less recognized, however, that some cases of 
diseases of the stomach present the typical picture 
of gallstone colics. 

Certain cases of benign ischochymia, particularly 
of benign pyloric stenosis, readily simulate cho- 
lelithiasis, I shall describe a few such cases. 

Case I—March, 1902. Mrs. N., about 43 years 
of age, had been suffering for three years with 
periodically recurring severe pains in the stomach 
which were accompanied by vomiting and lasted 
several days. These attacks recurred at first about 
every six months, later at shorter intervals. Four 
weeks ago she had-the last attack, and since then 
was continuously ailing. She was never entirely 
free from pain, and vomiting occurred irregularly, 
daily or once in two to three days. There was na 
appetite and obstinate constipation existed. A com- 
petent colleague had made the diagnosis of gall- 
stones. Examination showed, however that the 
liver was not enlarged, that the stomach was much 
dilated, and that it contained food remnants of the 
day previous. It was also determined that the 
stomach was never empty in the morning in the 
fasting condition. Hydrochloric acid was present 
as well as a high acidity and '‘sarcinae. 

The diagnosis of ischochymia caused by benign 
pyloric stenosis was made. The condition of the 
patient not improving in spite of daily lavage and 
rational diet, an operation was performed by Dr. 
F, Lange. A much narrowed pylorus and a normal 
gall-bladder were found. A gastroenterostomy was 
performed. The patient recovered and has since 
remained free from trouble. 


Case II.—Feb. 16, 1907. Robert S., 50 years 
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old, had been suffering for the last fifteen years 
from violent attacks of pain in the epigastrium, ra- 
diating toward the right. At first these attacks 
occurred annually, later more frequently. Usually 
there was no vomiting, but during the last attack 
he vomited, 

The stomach reached a hand’s width below the 
navel. Food remnants from the previous day were 
found: HCI +; acidity = 80; sarcinae present. 
Lavage and fluid diet improved his condition re- 
markably. After two weeks’ treatment the stomach 
was empty in the morning and the patient can now 
take semi-fluid and some solid food. 

Case III.—January 24, 1908. Mrs. Ida B.; suf- 
fered for eight months (starting after a confine- 
ment) from severe attacks of pain in the epigas- 
trium radiating to the shoulder blades and rarely 
accompanied by vomiting. At first she had these 
attacks every two months, later every month. Mor- 
phin had to be given to alleviate the pain. Between 
the attacks she felt well. Constipation is present. 
The patient lost about 30 pounds in the last six 
months. Several experienced colleagues made the 
diagnosis of gallstones. Examination of the stom- 
ach in the fasting condition showed, however, the 
presence of food from the days previous; the stom- 
ach was dilated. The ischochymia was probably 
the cause of the previous attacks. Treatment di- 
rected against this condition (lavage, fluid diet, 


TABLE OF DIFFERENTIAL D1AGNosis BETWEEN BENIGN ISCHOCHYMIA AND GALLSTONE DISEASE. 


Benign Ischochymia. 


magnesia and bismuth) brought relief. The pa- 
tient recovered quickly and can now stand coarser 
food without discomfort. She has since been free 
from attacks and has gained in weight. 

Observations —From the histories given above 
we may see how these cases of benign ischochymia 
simulate gallstone disease. It will be advisable to 
discuss first the symptoms common to both, gall- 
stones and benign ischochymia, and then to consider 
the differential diagnosis. Characteristic for both 
affections are the periodically recurring attacks of 
pain in the epigastrium, frequently radiating to the 
right and back, occasionally with vomiting, and suc- 
ceeded by intervals of perfect health, which may ex- 
tend over months and years. 

The differential diagnosis may be found in the 
subjoined table. 

In two of the cases described nearly all diag- 
nostic signs of gallstones were present with the ex- 
ception of the result of the examination of the fast- 
ing stomach. The finding of food remnants from 
the day previous showed that we had to deal with 
ischochymia. 

It is, therefore, evident that it is important to 
examine the stomach contents in all cases of ap- 
parent cholelithiasis, especially when the diagnosis 
is not absolutely positive. It may happen that both 
diseases are present; such cases are not frequent, 
but they do occur. In these instances it is impor- 


Gallstone Disease. 


4. Influence of Vomit- 
ing on Condition of 
Patient. 

5. Condition of Stom- 
ach. 


6. Results of Stomach 
Examination. 


7. Condition of Liver. 


8. Icterus. 
9. Fever. 
To. Sex. 


1. Attack. Attack does not come abruptly, it usu- 
ally lasts a week or more. 

2. Pain. Pain in upper abdomen, diffuse, in- 
tense, but frequently endurable 
without the use of morphin. 

3. Vomiting. Vomiting of large quantities of food, 


containing usually food from day 
previous. 

Vomiting brings relief; pain some- 
times ceases after it. 


Stomach usually much dilated; peris- 
taltic restlessness at times visible. 


Examination of stomach contents in 
the fasting condition shows pres- 
ence of food remnants from day 
previous. 


Liver not enlarged. 
Icterus not found. 


Usually absent. 
More frequent in men. 


Attack comes suddenly and ends 
abruptly. 

Pain in upper abdomen usually more 
to right side over liver and radi- 
ating to right shoulder, very in- 
tense, frequently necessitating relief 
by morphin. 

Vomiting not usually present ; if pres- 
ent contains last meal but no food 
from day before. 

Vomiting usually is without much in- 
fluence on the attack. 


Stomach usually not especially di- 
lated. Gastric peristalsis not vis- 
ible. 

Examination of stomach in fasting 
condition shows that the organ is 
empty or contains only a_ small 
amount of gastric juice with or 
without bile. 

Liver usually enlarged, both upward 
and downward. 

Icterus present at times. 

Usually present. 

More frequent in women. 
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tant to find out which process causes the main 
symptoms at the moment, so that the treatment 
may be directed against it. The prompt recogni- 
tion of the presence of ischochymia—even if it be 
associated with gallstones—will always be of benefit 
in the correct management of the case. 


NON-PENETRATING ABDOMINAL 
WOUNDS. A FURTHER CONTRIBUTION 
AND REPORT OF CASES. 


J. L. Wicarns, M.D., 
EAST ST. LOUIS, ILL. 


The phenomenal advance in abdominal surgery 
during the past few years is a source of wonder 
and congratulation. Operations formerly confined 
to well-equipped hospitals in large cities, and re- 
stricted to a few eminent surgeons, are now credit- 
ably performed by local surgeons in small cities 
and villages. This is true more particularly of 
operations undertaken for the removal of diseased 
organs, or for the relief of conditions with which 
the public is in a measure familiar. It also ap- 
plies to abdominal injuries in which there is ex- 
‘ternal evidence, especially penetrating wounds; but 
in the majority of cases in which there exists no ex- 
ternal marks of violence even though the conditions 
indicate serious injury, it is the rule to mask cow- 
ardice under the broad appellation “internal injur- 
ies,” without intelligent effort toward diagnosis or 
relief. No one with surgical pretentions would 
hesitate to operate for a known rupture of any of 
the abdominal organs, so we may consider that the 
greatest restraining factor is an inability to make 
an exact diagnosis. _ 

Major surgical operations except in certain fa- 
vored localities are not popular. The responsi- 
bility of deciding upon so grave a procedure with 
the possibility of its being proved unnecessary, and 
if so, its condemnation by the public and caustic 
criticism by the profession, “makes cowards of us 
all,’ and has and will send thousands to an un- 
timely death. It were well could we be divorced 
from the idea that an exact diagnosis is requisite. 
In a few organs it is possible, but it is not the rule. 
When a patient has received an injury, severe or 
seemingly simple, with or without marked shock, 
immediately or subsequently followed by pain, mus- 
cular rigidity, weak pulse, and anxious expression 
peculiar to serious injury of the abdominal organs, 
we may safely conclude that a condition exists 
which requires surgical interference. 

The advisability of operative procedure in this 
class of cases is no longer open for serious dis- 


cussion, If doubt exists it is only necessary to com- 
pare the statistics compiled during the scant twen- 
ty years of operative work, much of which in the 
earlier years being woefully crude on account of 
imperfect technic, with those preceding this period. 
We find that of ruptures of the intestine ninety- 
three per cent. are fatal without operation ; rupture 
of the liver gives a mortality of eighty per cent.; 
of the kidney forty-seven per cent.; of the spleen 
eighty-four per cent. ; of the urinary bladder eighty- 
nine per cent. Operative procedure his reduced the 
mortality in intestinal rupture to forty-eight per 
cent.; in rupture of the liver to forty per cent.; of 
the spleen to forty-two per cent.; of the kidney, 
extra- and intra-peritoneal, to twenty-five per cent. ; 
of the urinary bladder to forty per cent. 


Many of our operated cases, notwithstanding 
comparatively flattering results, are not a fair test 
of operative benefit. The rule, heretofore, has been 
that only such cases that precluded the possibility 
of recovery by the expectant treatment were oper- 
ated upon. This carried many cases beyond the 
proved safety limit. The universal opinion among 
operators is that the mortality is in direct ratio to 
the time elapsing between the receipt of an injury 
and the operation. This fact is verified by all 
series of reported cases. In the cases of intestinal 
rupture we find a fifteen per cent. mortality if the 
operation is within a period of four hours, and 
eighty per cent. mortality if it is delayed beyond 
twelve hours. The cry “more light” has reverberated 
since the dawn of time, but in these cases we must 
confess, not the need of a greater knowledge, but 
a more courageous application of that which we 
already possess. As a homely illustration, who 
would hesitate, if destru¢tion threatened his home 
by fire, a blocked sewer, or a bursted pipe, to tear 
off a few boards, if by so doing he might reach 
the origin of the trouble, and by slight damage to 
a part, save the whole from destruction. 

In the American Journal of Surgery and Gyne- 
cology (now the AMERICAN JOURNAL OF SURGERY), 
December, 1903, I reported three of the following 
cases: 


CasE IL—A. A. Age 32. weight 148 pounds. 
History: He was caught between electric cars 
while coupling them, at 9 a. M. He was twenty 
miles from the city, and did not reach the hospital 
until 3.30 P. M. 

External signs: Slight discoloration one-half inch 
to the right of the umbilicus, one-fourth by one- 
fourth inch. Slight ecchymosis in the lumbar re- 
gion; the patient was moribund at this time and 
died one-half hour later. The following notes of 
the post-mortem examination will be of interest : 
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Intestines: Upper portion of the jejunoilium, 
fourteen inches from the duodenum, completely 
severed; the same intestine injured three feet from 
the duodenum, the mesentery being completely sev- 
ered from the circumference of the intestine for 
two and one-half inches; seven feet from the duo- 
denum was a third injury similar in character to 
the second, in the same intestine. 

Muscles: Right side, complete transverse lacera- 
tion and separation of the psoas parvus and psoas 
magnus at the upper sacro-iliac articulation. Lacer- 
ation of the quadratus lumborum at the iliac inser- 
tion, 

Bone: Right side. Displacement of pelvic bones, 
one inch backward from their sacral articulation; 
complete decortication of the fifth lumbar vertebra. 

Veins: Injury to the external iliac vein at the 
pelvic brim, with retroperitoneal effusion of about 
one liter of venous blood. 

Ureter: On the right side contused and lacerated 
at the point where it passes over the common iliac 
artery. 

Omentum: Rupture of a large branch of the 
colica media, with formation of large clot between 
the layers. 

Kidney: Ecchymosis of the cortex of the left 
kidney, ventral aspect; capsule intact. 

Stomach, liver, right kidney, pancreas and blad- 
der normal; spleen enlarged about six times its or- 
dinary size; In the epigastric region, middle line, 
two and one half inches below the ensiform carti- 
lage, there was an aperture through the tendinous 
and muscular portions of the parietes one inch in 
diameter, the result of protusion of a sub-peritoneal 
lipoma ; also a protusion of like tumor in the same 
region at the distal portion of ensiform appendix. 


Case II. This was reported in full at meeting 
of the Illinois State Medical Society on May 20, 
1902. In brief, the facts were as follows: R. R., 
Polander, age 31, while using large scrap iron 
shears he was struck on the abdomen. The primary 
shock was not marked. No external signs of in- 
jury. The assistant company surgeon transferred 
the case to the hospital. I saw him next morning. 
Condition: Abdomen tympanitic. Pulse 106. Tem- 
perature 101°. Pain in the left hypochondrium. 
The case was kept under close observation, and 
improvement was noted in the general and local 
conditions. Third day: Temperature 98.6°. Pulse 
88. Very little pain on deep pressure at any point. 
Restless under restraint. On the fourth day, 10 
A, M., the patient was seized with sharp pain in 
the right hypochondrium, followed immediately by 
syncope. Later large quantities of blood were vom- 
itel, and he had profuse bloody stools. The diag- 
nosis in this case was obscure. We were positive 
that there was serious damage to some of the ab- 
dominal viscera, and because of the great amount 
of blood in the vomitus and in the stools we as- 
sumed that the injury was closely associated with 
the gastrointestinal tract. The patient was seem- 
ingly moribund when placed on the operating table, 
which was within one and one-half hours after the 


seizure. The associated surgeons protested, hold- 
ing that the cause of death could be demonstrated 
post-mortem. The abdomen was opened by a me- 
dian incision above the umbilicus. It was found 
filled with venous blood. Examination of suspected 
organs disclosed no injury. On further search we 
found a stellate rupture three inches long on the 
upper surface of the right lobe of the liver. This 
was repaired by deep sutures, and the abdomen 
was closed without drainage. Life was sustained 
during and subsequent to operation by intravenous 
injections of salt solution. Several days later a 
hematoma formed at the point of rupture. This 
was drained direct by resection of about three 
inches of the seventh and eighth ribs. Large quan- 
tities of bile and serum discharged from the open- 
ing for about two months. The patient fully re- 
covered and was able to resume work five months 
after the injury. 


The first operation for ruptured liver was per- 
formed by Willett in 1888. From that time up to 
1906, according to statistics compiled by Eisen- 
drath, there have been but thirty-seven laparotomies 
for this condition. Of these twenty-two patients 
recovered and fifteen died. In many of the re- 
ported cases of liver rupture it was noted that the 
patient vomited blood, and in some bloody stools 
occurred. This was assumed to be dependent upon 
passive congestion, or associated injury to the gas- 
trointestinal tract. Deperding upon the explana- 
tion, the signs were misleading in Case II, as was 
proved by a careful exariination of these organs. 
What we consider a more plausible explanation 1s 
that the friable liver substance was ruptured while 
the peritoneum and the fibrous enveloping capsule 
of Glisson remained intact. As the hematoma en- 
larged it was reinforced by contact with the thor- 
acic cage and made firmer by adhesions between the 
visceral and parietal peritoneum. The point of 
least resistance was through the open hepatic radi- 
cles into the common duct, thence to the duodenum, 
a portion of the blood being regurgitated into the 
stomach and some passing down the intestine. Clos- 
ing the abdomen without drainage was an error due 
to inexperience in cases of ruptured liver. The 
fortunate outcome was due to the patient being 
exsanguinated. This insured a period of rest and 
arrested hemorrhage and bile secretion until ad- 
hesions again formed, shutting off the free abdom- 
inal cavity from the site of injury. 


Case III.—Male; age 47; occupation, roller. 
Emaciated and prematurely aged ten years. Struck 
in the groin by a bar of iron at 9 Pp. M. I saw the 
patient shortly after the injury. The point of im- 
pact did not indicate involvement of abdominal 
organs, although the patient mentioned, and exam- 
ination verified, the existence of an inguinal hernia. 
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There was considerable shock, anxious facial ex- 
pression and marked pain. I felt reasonably sure 
there was some injury to the gut. However, I con- 
strued the preponderance of evidence as against 
any immediate operative interference. The pa- 
tient’s condition on the following morning, while 
not reassuring, did not indicate the serious condi- 
tion which later developed ; he was resting and had 
a good pulse. There was slight elevation of temper- 
ature, and he had an anxious facial expression. 
Within a few hours he was attacked with severe 
abdominal pains, vomiting ensued and the abdomen 
rapidly became tympanitic. A nearby physician then 
_ saw the patient, appreciated his serious condition 
without suspecting the probable cause and had him 
removed to a hospital, where he died without oper- 
ation on the morning of the second day, thirty-five 
hours after injury. 

Post-mortem: General peritonitis; otherwise or- 
gans normal, except at jejuno-ileo junction, where 
there was a transverse cut in the gut one and one- 
fourth inches long; the edges were everted and 
there was free egress of intestinal contents. The 
gut in the hernial sac had been caught between the 
iron bar and the sharp ileopectineal line, with the 
above result. 

This case would have been saved by an operation 
within the first twelve hours. 


Case IV.—J. C.; age 37; iron worker. At 4 
A, M. he was caught between a car and a piece of 
scrap iron. He was sent to the hospital suffering 
from shock. Conditions indicated internal injury. 
Catheterization yielded scant bloody urine. “All 
other signs as to parts involved, negative. Opera- 
tion at 10 A. M. The bladder was found ruptured 
posteriorly, near the fundus; separation, one and 
three-fourths inches. Extravasation of urine into 
the free abdominal cavity. Large retroperitoneal 
hematoma containing one-half liter of blood. Right 
kidney ruptured on its anterior aspect with sepa- 
ration of the capsule from the cortex. Death forty- 
eight hours after operation, without recovery from 
shock, the result of injury and prolonged operation. 


Case V.—J. R.; switchman; aged 29. On Decem- 
ber 25, 1906, at 10.30 Pp. M. he was caught between 
bumpers of freight cars. He was taken to the hos- 
pital. Examination disclosed fracture of the neck 
of the left femur. The soft parts of the left thigh 
were macerated. No other marks of violence. Com- 
plained of pain in the lower abdomen. Profound 
shock. Suspicion of injury to the urinary bladder 
confirmed by catheterization. The patient stated 
that urine had not been voided for four hours pre- 
vious to the injury, but we were able to obtain but a 
few drops of bloody urine by catheter. One liter 
of normal saline solution was injected into the blad- 
der and of this less than one ounce was recovered. 
The condition was stated to the patient with recom- 
mendation for an immediate exploratory incision. 
Operation three hours later. Median line incision. 
The tissues were found infiltrated with blood and 
urine. The pubic bones were found fractured, and 
large spiculae were removed from either side of the 
arch. The anterior bladder wall was torn from the 


reflection of the vesical peritoneum to the prostatic 
urethra, there being escape from its upper angle 
into the free peritoneal cavity. The membranous 
urethra was also destroyed. The incision was ex- 
tended upward, and the abdominal cavity was 
flushed with normal salt solution and sponged dry. 
The fundus of the bladder was then attached to 
the anterior abdominal wall, sutures being placed 
in the bladder wall wherever there was not com- 
plete destruction. A self-retaining catheter was in- 
serted through the urethra and a drainage tube was 
placed in the pre-vesical space. Two days later the 
catheter was accidentally removed and all efforts to 
reinsert it were of no avail, necessitating the use of 
the Dawbarn pump. There was but little suppura- 
tion. The catheter could not be introduced until 
January 11th, after which part of the urine was 
drained in this way, the remainder passing through 
the trbe. On January 14th, the patient voided 
urive .aturally. The Dawbarn pump was discon- 
tinued January 24th, all urine being passed natur- 
ally. The fracture of the femur and suppuration 
of the soft tissues of the thigh, made convalescence 
slow. One-half inch shortening of the left femur, 
otherwise complete recovery. 


Case VI.—A. H.; age 29; laborer. While oiling 
machinery he was caught by a belt band and thrown 
twenty feet. I saw him at his home two hours 
later. Diagnosis, injury to the right kidney, al- 
though catheterization at that time showed no blood 
in the bladder. Six hours later profuse hemor- 
rhage into that viscus was shown by catheter. Pain 
became very severe in the loin. General condition 
improved. The patient refused operation, and also 
refused to go to the hospital. He gradually grew 
worse and died four days after the injury. No 
post-mortem examination permitted. Undoubtedly 
this patient suffered from a serious injury to the 
right kidney parenchyma amenable to prompt sur- 
gical interference. 


CasE VII.—B. W., brakeman; age 30. While 
leaning from the side of a freight car he was struck 
by a switch stand. He was removed to his home. 
I saw him one hour after the injury. Profound 
shock; much abdominal pain. He refused to go 
to the hospital and refused to permit an explora- 
tory incision, as condition was unfavorable either 
with or without an operation. He never recovered 
from shock and died four hours later. Autopsy re- 
fused. This case in all probability was not amen- 
able to surgical treatment, as doubtless the patient 
would have: died under the influence of an anes- 
thetic. 


Summary: Of these cases, which are similar in 
character to all reported cases, it will be noted that 
three received injuries beyond the reach of surgical 
skill; that two could have been saved and died, one 
on account of our indecision, the other by reason 
of ignorance and prejudice against any cutting op- 
eration; that two were saved, although every indi- 
cation at the time of operation suggested failure. 
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LYMPHATIC AND PORTAL INFECTIONS 
FOLLOWING APPENDICITIS, WITH 
REPORT OF A UNIQUE CASE. 


Rotanp Hit, M.D., C.M., 


Surgeon, St. Luke’s Hospital, 
ST. LOUIS, MO. 


Lymphatic and portal infections following appen- 
dicitis, while rare, still occur with more frequency 
than is generally believed. They vary in their mode 
of onset, in the severity of their clinical manifest- 
tations, and in their ultimate results. It is espe- 
cially worthy of mention that the degree of infec- 
tion is not dependent upon the extent of the appen- 
dictal inflammation, and that a mild appendicitis 
may at times give rise to a severe lymphangitis. It 
has been further asserted that the lymphatic disturb- 
ance may date its origin from an appendicitis occur- 
ring many weeks or even months beforehand. In- 
fection of the veins and lymphatics of the mesentery 
is of an ascending type, and frequently leads to a 
subphrenic or hepatic abscess. These complications 
are late lesions, and rarely occur before the end of 
the first week. Their clinical manifestations are 
often very insidious, obscure and misleading. Gen- 
erally, the process is a slowly progressive one, but 
at times it may be fulminating in character. 

Munroe’s! observations have led him to believe that 
persistent fever without other evident causes should 
suggest one or both of these infections. Spasm 
with tenderness and fulness of the quadratus lum- 
borum often indicates a lymphangitis which may be 
due to an appendicitis. In quite a number of cases 
reported the appendiceal attack seems to have been 
subsiding when there was a recurrence of fever, 
with sudden and severe pain in the epigastric or 
tight hypochondriac region, accompanied by re- 
peated chills. These chills are usually associated 
with very high temperature, with profuse sweating 
and subsidence of the temperature to normal or 
subnormal, Jaundice is regarded as a more or 
less constant symptom. The hepatic enlargement 
is usually well marked. In a number of cases the 
condition has been mistaken for malaria and large 
doses of quinine were administered. 


Concerning the diagnosis of the conditions, Mun- 
roe, in a report of more than twenty cases, has very 
tersely said that, “A persistent temperature, during 
or following appendicitis, inconsistent with other 
lesions and associated with lumbar spasm, should 
suggest a lymphangitis.” More or less, perhaps, 


fleeting, jaundice, irregular chills, hepatic tender- 
ness and progressive emaciation should suggest a 


portal pyophlebitis following appendicitis, present 
or remote. 

It is worthy of mention that the previous history 
and a careful consideration of the symptoms pre- 
sented will usually guide us correctly. The mere 
fact that a patient has recently suffered an attack 
of appendicitis and that the symptoms have shifted 
to the hepatic or epigastric region, should lead the 
medical attendant to suspect hepatic involvement. 

In addition to lesions of the liver and diaphragm, 
a number of other remote and distressing condi- 
tions may result from portal and lymphatic infec- 
tions of appendiceal origin. Thus Kelly? mentions 
a general septicemia and an empyema and a local- 
ized infection of the mesenteric glands. Coupland? 
cites a case in which the infection was followed by 
a parotid bubo and a right empyema. In Shel- 
don’s case there was an infection of the right iliac 
and femoral veins. The most important of the re- 
mote complications following appendiceal attacks 
are, however, the hepatic and the resultant lesions. 
There may be a more or less complete subsidence 
of the symptoms between the appendicitis and the 
hepatic involvement. 

In Kelly’s instructive case there was a compiete 
absence of the symptoms between the primary at- 
tack and the invasion of the liver. Three days after 
the apparent subsidence of the appendiceal inflam- 
mation the patient was seized with a severe chill. 
This was followed by high fever and profuse sweat- 
ing. A second chill occurred two days later and 
was followed by the same characteristic tempera- 
ture and profuse perspiration. Hepatic symptoms 
appeared and Kelly operated and drained a large 
hepatic abscess. The rigors continued, however, 
and his patient died on the thirteenth day. 

Weir has reported a case in which a subdiaphrag- 
matic and also a rectal abscess followed an appen- 
dicitis attack. 

In Symonds” instructive case there was a sub- 
phrenic abscess with perforations of the diaphragm 
and penetration of the lung following a gangren- 
ous appendicitis. The patient was a girl of six- 
teen, with an attack of appendicitis of insidious de- 
velopment, in which the symptoms became gradually 
more severe. She was operated upon on the third 
day, and a gangrenous appendix found. On the 
fifth day after the operation the temperature 
reached 103°, and signs of pneumonia appeared. 
The liver was enlarged and jaundice was present. 
On the sixth day after the operation the patient 
coughed up foul pus, became cyanosed and was in 
a precarious state. Symonds again subjected the 
patient to an operation. He resected a portion of 
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the eighth rib in the axillary line, and evacuated a 
large quantity of pus from a subphrenic abscess. 
Pneumonia, which had been suspected, was not 
present and the patient made a good recovery. 

The primary pathological changes in the hepatic 
infections take the form of completely obliterating 
thrombi seen in and about the entrance of the por- 
tal vein proper or one or the other of its branches. 
This infection of the portal vein from its tributaries 
is usually a slowly progressive process, and results 
in the formation of a more or less septic throm- 
bus. This thrombus, if detached, may lead to gen- 
eral infection of the circulation. Interesting fea- 
tures of the gross pathology of these conditions 
are illustrated by two cases reported by Shoemaker.® 

In his first case a post-mortem examination 
showed inflammatory changes in the connective tis- 
sue and veins behind the peritoneum and along a 
path about two or three inches wide from the foot 
of the mesentery upwards along the front of the 
spinal column. This area was infiltrated with pus, 
extended a short distance between the layers of the 
gastro-hepatic omentum and involved the struc- 
tures at the transverse fissure of the liver. In the 
right lobe of the liver an abscess was found. 

In Shoemaker’s second case the appendix was 
found to be gangrenous. Behind the peritoneum 
and extending obliquely upwards from the root of 
the appendix towards the front of the spine was an 
infiltrated area of loose connective tissue and veins 
which could be picked up within the abdominal 
cavity like a section of bowel. This, when cut 
across, was found to be inflammatory in character. 
The distended veins within it had thick walls, with 
a dirty gray lining, and contained a grayish fluid. 
The liver was enlarged and studded throughout 
with abscesses of various size. 

In many of the cases reported pus was found in 
and around the appendix, but at times remote con- 
ditions have existed in which the primary lesion in 
the appendix was comparatively slight. A case 
of this kind recently under my observation pre- 
sented so many interesting features that I desire 
to report it. 

E. E., aged 24, was seen in consultation with Dr. 
James Stewart, of this city, to whom I am indebted 
for the following history: The patient was seized 
suddenly June 25, 1907, with symptoms of acute 
indigestion. The pulse and temperature were nor- 
mal. Examination, eight hours after the onset of 
the attack, showed tenderness and rigidity in the 
appendiceal region. The temperature was 101° and 
pulse 100. A diagnosis of appendicitis was made 
at this time and operation advised. It was, how- 
ever, impossible to secure the patient’s consent to 
any operative procedure. During the next few 


days there was a gradual subsidence of the acute 
symptoms, although the temperature still remained 
between 99° and 1ot° and the pulse between 90 
and 100. The pain in the abdomen continued, more 
or less severe and was of a shooting character, 


Ten days after the onset the patient was seized 
suddenly with severe pain in the left side of the 
thorax in the region of the left nipple. The tem- 
perature, which had previously ranged between 99° 
and 100°, rose to 103° and the pulse to 130. Five 
days later the liver became markedly tender and 
enlarged and more or less transient jaundice ap- 
peared. Pain and tenderness were observed at this 
time in the region of the spleen. On July 22nd I 
saw the patient im consultation with Dr. Stewart. 
At that time he was pale, emaciated and had the 
appearance of being seriously ill. The pulse at this 
time was 130, the temperature at 102° and respi- 
rations 34. The record showed that the tempera- 
ture fluctuated between 100° and 104°; pulse be- 
tween 116 and 136 and respirations between 28 and 
36. Marked tenderness and muscular rigidity were 
present in the region of the appendix. The liver 
was greatly enlarged and decidedly tender on palpa- 
tion. There was an absence of vocal fremitus over 
the lower half of the left lung and percussion over 
this area was flat. Exploration by aspirator showed 
that pus was present. On the following day, July 
23rd, a portion of the 7th and 8th ribs were excised 
in the axillary line and about six ounces of pus 
evacuated. A rubber drain was inserted. 


Improvement in the patient’s condition did not 
follow as was anticipated. On July 28th he suf- 
fered from the first definite chill. A few hours later 
a second chill; the temperature rose to 105° and the 
pulse to 140. Profuse sweating and fall of temper- 
ature to subnormal followed. From this time on the 
patient complained of irregular chills, high fever 
and sweating. The range of temperature was from 
97° to 106°. Emaciation, progressive weakness, 
with great depression, and dyspnea at times, super- 
vened. On August 5th the chill lasted about one 
hour. The pulse was 152 and the temperature 107°. 
Leucocyte count at this time was approximately 
15,000. As the symptoms pointed so strongly to 
the liver as the probable seat of the continued trou- 
ble, the patient was again subjected to operation. 
I made an exploratory incision along the costal 
border in an endeavor to locate the pus focus. Re- 
cent adhesions were found between the liver and the 
diaphragm and the exposed surface presented the 
appearance of an acute hepatitis but no boggishness 
could be detected. An exploring needle was in- 
serted in four different directions, deeply into the 
liver, in an endeavor to reach pus, but in this we 
were not successful. The abdomen was closed with- 
out drainage. The rigors continued and the patient 
died on August 19th. A post-mortem examination 
was made three hours after death. The general 
peritoneal cavity contained a moderate quantity of 
slightly turbid serous fluid. Adhesions of recent 
origin existed betwen the liver and the diaphragm. 
The appendix was retrocecal and constructed at one 
point. It was deeply injected and showed evidence 
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of exacerbation of a chronic inflammation. There 
were fecal concretions in it. The veins leading 
from the appendix were injected and appeared as 
red lines. The liver was greatly enlarged and in 
the right lobe near the upper surface was an abscess 
the size of a hen’s egg. The veins leading to this 
area were filled with pus, and many small abscesses 
were scattered in the adjacent area. One peculiarity 
of this infection was that it was limited to one area 
of the liver. The spleen was typical of a septic 
process. The right lung was normal while the left 
lung was bound down by pleural adhesions. Cul- 
tures were made from the liver abscess, blood of 
heart, spleen, and pus in the left pleural cavity. In 
the pus from the liver abscess and left empyema the 
staphylococcus alone was found. In the blood of 
the heart short chains of streptococci were found 
and the bacteriologist, who made the examination, 
suggests that the rapidly growing staphylococcus 
had obscured the streptococci in the liver and left 
pleura. 


A number of microscopical examinations were . 


made by Dr. Walter Baumgarten, who has made 
the following report: “At the proximal end of the 
appendix the cavity is greatly contracted and the 
mucosa is much thickened. The submucosa for half 
the diameter immediately adjacent to the mesentery 
is densely filtrated with leucocytes and contains a 
small area of necrosis near the attached surface, 
surrounded by a zone of round cells. The remainder 
of the submucosa is apparently normal. The muscu- 
laris and free peritoneal surface are normal in thick- 
ness and appear normal in all other respects. The 
cavity at the distal portion is dilated and filled with 
disintegrated material. The mucosa is flattened to 
a membrane and composed in many places of a 
single layer of cuboidal cells, in others it contains 
a few small glands. The submucosa is thin, not 
inflated in any portion. The peritoneum appears 
normal. Sections of the ‘kidney show widespread 
cloudy swelling and coagulation. In_ scattered 
areas, principally in the pyramids, there is an in- 
crease of the connective tissue. Sections of the 
liver show general cloudy swelling. Certain lobules 
have undergone coagulative necrosis, some of which 
show deposits of fat in the cells about the inter- 
lobular veins. The portal spaces are densely infil- 


trated with leucocytes and the vein is greatly dis- 


tended. No bacteria could be recognized in any 
section.” 


After thoroughly considering this case I have 
come to the conclusion that the primary invasion 
took place directly through the veins and led to 
a very rapid general infection. The prognosis of all 
portal and lymuhatic infection of appendiceal ori- 
gin must necessarily be very guarded. The insidi- 
ous development and obscure chain of resulting 
symptoms is often very puzzling and in what ap- 
pears to be favorable cases we may be shocked by 
the sudden development of grave symptoms. In 
cases of pus formation in the liver or beneath the 
diaphragm drainage may effect a cure, if the process 


is localized to one area in the form of a circum- 
scribed abscess. On the other hand, if the involve- 
ment of the liver is general, with resulting multiple 
abscesses, we can not look for a favorable outcome. 

In conclusion, I would add that in the presentstage 
of our surgical knowledge we are almost absolutely 
helpless in the presence of some of the severe forms 
of infection when the infecting organism has once 
passed into the general circulation. It goes with- 
out saying that early removal of the appendix should 
be the keynote in all cases together with an attack, 
wherever possible, upon any focus that may form. 
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THE DIAGNOSTIC VALUE OF TENDER- 
NESS IN THE CILIARY REGION.* 


Epcar S. THompson, M.D., 


NEW YORK, 


The symptom of ciliary tenderness is but briefly 
mentioned in most works on ophthalmology, and 
then the reference is to the presence of the symptom 
in cyclitis. It occurs, however, in a great variety of 
conditions and the object of this paper is to bring 
these before you briefly for discussion. 

For some time past I have been observing the 
symptom and trying to learn what value it has when 
it occurs. In trying for its presence, gentle pressure 
must be made over the ciliary body all around the 
cornea, and this is best done through the lids, upper 
and lower, directing the patient where to fix so that 
the ciliary region may be accurately located. The 
index finger is by far the best means for this pur- 
pose, as any instrument placed on the conjunctiva 
causes the patient unnecessary discomfort, besides 
necessitating the use of cocain, and is, of course, 
lacking in the tactile sense of the finger. The pres- 
sure must be made immediately beyond the limbus, 
so as to press over the circular fibers of the ciliary 
muscle. If the pressure is too far back, we of course, 
miss the ciliary body, while if it is too far forward 
we may in certain forms of corneal inflammation, 
note a tenderness which really comes from the cor- 
nea. 

Excluding disease of the cornea or sclera, the 
conditions which are accompanied by ciliary tender- 
ness are: 

1. Cramp of the muscle fibers. 


* Read at a meeting of the Section on Ophthalmology of the 


N. Y. Academy of Medicine, March 16, 1908. 
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Hyperemia of the ciliary body. 
Inflammation of the ciliary body. 

Tendetness in cramp of the fibers has certainly 
not received the attention that it deserves, though 
it is probably frequently observed. It occurs when- 
ever the muscle reacts from the strain of a refrac- 
tive error, as in hypermetropia or the various forms 
of astigmatism. In certain cases of astigmatism, 
the tenderness is in the meridian of contraction at 
first, though if the irritation of the muscle be con- 
tinued it ultimately extends to the entire muscle. 
Such patients have marked asthenopia an almost 
invariably complain of great pain in the eyes, and 
also that their eyeballs are “tender” to the touch. 
We find also the usual visual discrepancies, and per- 
haps other systems of the reflex group. It has 
seemed to me possible in a number of cases to iden- 
tify the meridian of contraction, especially in low 
degrees of hyperopic astigmatism where the irri- 
tation has not continued for too long a period, and 
I have been able to observe in several instances a 
localized tenderness become general, throughout the 
muscle, where the patient would not submit to 
proper treatment. Of course, the full exhibition of 


atropin is the best,—in fact, almost the only way, to 


treat such cases. The cramp does not subside near- 
ly as well under half way measures (rest, hot water 
applications, etc.), though these undoubtedly have 
their value, especially in the early stages. I am ac- 
customed to judge the progress of the cramp by the 
fact that along with the increase of the other irri- 
tative symptoms, the hot applications, which were 
formerly of great relief, no longer have any effect 
on the pain in the eyes. The tenderness disappears 
as soon as the eyes are well under the influence of 
the mydriatic. 

These cases occur most frequently in the young, 


whose muscles are in the more active formative: 


stage, but the condition may appear up to the onset 
of presbyopia. In fact, some of the severest cases 
occur between forty and forty-eight years. I have 
never seen it beyond the latter age. Naturally, we 
look for a severe accommodative strain as the imme- 
diate cause, but this is by no means universally the 
case and the conditions which make for increased 
muscular and nerve irritability must be constantly 
borne in mind, as they may produce the cramp in 
the presence of a relatively small focal error. It is 
hardly necessary to do more than mention the fact 
that the refractive error should receive the most 
careful and judicious treatment with glasses. 

The converse of the question is of great interest, 
and upon this point I may say that I do not be- 
lieve that any considerable cramp of the ciliary 


fibers can occur without showing tenderness on pal- 
pation. 

Whether cramp of the fibers ever leads to actual 
inflammation or to any degenerative process is a 
very broad question, and one on which a great vari- 
ety of opinions are held. I say that I have never 
seen a case of cramp go on to any inflammatory con- 
dition, however slight. However, I do not doubt, that 
in patients in whom a predisposition exists, an irido- 
cyclitis can easily be brought on by cramp of the 
muscle, for I have repeatedly seen what I believe 
to be this sequence of events. I think, therefore, 
that the toxic conditions favoring the onset of the 
disease must have been present. 

Tenderness in hyperemia of the ciliary muscle 
occurs in a variety of conditions-—keratitis of a cer- 
tain severity, iritis, glaucoma, or deep scleritis—in 
brief, any condition in which engorgement of the 
ciliary region reaches a certain height. It is, of 
course, always to be considered a grave symptom, 
and one which suggests an onset of a cyclitis, and 
in many instances really means the primary stage of 
a cyclitis; but cases with marked tenderness fre- 
qnently recover without any other definite cyclitic 
symptoms. It has been almost “the rule with me 
to find tenderness with iritis of a certain severity, 
and in cases in which I did not and do not believe 
a definite cyclitis existed, In the absence of definite 
proof, it is impossible to be dogmatic upon this es- 
pecial point, but I have come to look upon ciliary 
tenderness in iritis as by no means an unfailing 
symptom of cyclitis, especially when other condi- 
tions—floating vitreous exudates, and alterations in 
the tension—are absent. I look rather for a certain 
intensity of the symptom of tenderness, and particu- 
larly a marked increase in the tenderness. In the 
other conditions mentioned, a differential diagnosis 
is not so difficult. There is hardly any question but 
that a considerable degree of ciliary hyperemia can 
exist without any tenderness whatever. 

Inflammation of the ciliary body occurs under 
such a wide range of clinical conditions, and under 
such a variety of pathological aspects, that general- 
ization is difficult. The intensity of the symptom of 
tenderness depends in great part on the amount of 
infiltration and of vascular engorgement present in 
the ciliary body, and so we have a wide range in the 
symptom, from the most exquisite sensitiveness in 
certain chronic ones. In cases of simple cyclitis, 
there is frequently no tenderness whatever, while in 
certain chronic forms associated with shrinking of 
the globe the tenderness is very marked. It may be 
said in general that tenderness of a certain intensity 
is proof positive of the existence of cyclitis, while 
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absence of tenderness excludes the acute forms, par- 
ticularly in connection with other diseases, but does 
not by any means exclude the chronic form. 


ly East 447TH STREET. 


REPORT OF A CASE OF CYST OF THE 
BRAIN AND A CASE OF BRAIN TUMOR, 
WITH OPERATION IN BOTH CASES. 


Max G. M.D., 


Lecturer on Neuro-Pathology in Cornell University; 
Clinical Professor of Nervous Diseases, Fordham 
University ; Chief of the Clinic for Nervous and 
Mental Diseases (Out-Door Department), 
Presbyterian Hospital, 


AND 
RayMonp Hooster, M.D. 
NEW YORK CITY. 


The following cases present somewhat unusual — 


conditions, therefore justifying their report: 


Case I. L. K., a young girl 15 years old, em- 
ployed in a large department store as errand girl. 
Family history, negative. During infancy had 
measles and w hooping-cough. At the age of four 
years had an attack of scarlet fever; convalescence 
without any complications. Otherwise has always 
been well up to the beginning of the present illness. 

In January, 1903, patient while skating on ice 
fell and struck on the back of her head; she was not 
unconscious after the fall but was very dizzy and 
nauseated for several hours after, and had severe 
headache for two or three days. These symp- 
toms cleared up with the exception of slight attacks 
of headache and dizziness. The following April 
the attacks of headache and dizziness increased in 
frequency and severity and she began to vomit. At 
this time her eyes began to trouble her, being very 
painful on movement from side to side, and her 
sight was almost gone for several days. She was 
seen by Dr. Robert Reese, who found a choked disc 
present. She was put on mercurial inunctions and 
iodid of potassium. Her vision cleared up some- 
what, but other symptoms began to develop. Her 
left arm and leg felt numb, and a weakness of the 
left arm, leg and face developed, more marked in the 
arm. She was therefore sent to the neurological 
clinic of the Presbyterian Hospital. 

Physical examination: Patient is fairly well 
nourished, not anemic, no deformities ; no glandular 
swelling. Over the right occipital region a small 
scar is seen, which the patient said was caused by 
the fall on the ice. No depression of bone. Patient 
is rather apathetic. ‘ 

Examination of lungs, heart, and abdominal 
organs, negative. 

Eyes: pupils small, normal, equal reaction to light 
and accommodation. No paralysis of extrinsic 
muscles. Visual field is normal in outline, but sight 
is diminished. Choked disc is present. Slight weak- 
ness of muscles of left side of face, very apparent 
when showing teeth. 

Loss of power of left arm and leg, mare marked 


in arm. Drops objects out of her left hand. Marked 
ataxia of left arm and hand, slight in left leg. Skin 
reflexes on left side of body diminished. Tendon 
reflexes slightly exaggerated. Babinski phenomenon 
marked on the left side, now and then elicited on 
the right. 

Hypoalgesia of the left side of the body, espe- 
cially marked in the arm and hand. Temperature 
sense normal. Deep muscular sense lost in the left 
hand. Tactile sense disturbed in the left hand and 
arm, Complete astereognosis of the left hand. Pa- 
tient has had no convulsions. 

The patient was sent by Dr. Schlapp into the 
hospital in Dr. Eliot’s service for operation, with 
the diagnosis of subcortical lesion (probably cyst) 
situated under the posterior central convolution just 
back of the motor arm center. Admitted into the 
ward of the hospital May 23rd. 

May 29th: Has been in bed since admission, un- 
able to walk on account of ataxia, apathy increasing 
daily. Operation by Dr. Eliot. 

The anterior and posterior convolutions were 
exposed in the region of the arm center, also some 
of the parietal lobe and the posterior end of the 
second frontal convolution. Brain pulsated; blood- 
vessels were somewhat distended. Palpation of 
brain, negative. The brain was explored with aspi- 
rating needle in different directions, with negative 
result. Dura sutured and osteoplastic flap replaced. 
Condition good. 

May 31st: The patient did not recover promptly 
from operation, was in marked shock for first two 
days; unconscious or very apathetic until to-day, 
when she began to show much restlessness. No 
articulation of words until to-day, only moans, and 
an occasional high-pitched cry. To-day speaks q 
few words’ indistinctly but apparently understands 
what is said to her; yesterday (the day following 
the operation) left arm twitched occasionally, al- 
though completely paralyzed since operation. 

June 2nd: Yesterday patient began to move the 
left arm, motion increasing since then, general con- 
dition improving ; mental condition much improved, 
brighter, no apathy ; speech improving, understands 
everything. 

June 6th: Marked increase in use of left arm. 
Speech practically normal. Patient bright and cheer- 
ful. Astereognosis still present; “Babinski” pres- 
ent as before operation. Patient says she sees much 
better than before operation. Can distinguish ob- 
jects at distance of thirty feet and can read print 
well, which she could not do before operation. Men- 
tal condition much better than at time of admission. 

June 19th: Patient’s condition has remained 
good ; ataxia still present but much less than before 
operation. Astereognosis still present. Babinski 
phenomenon still present. The patient now appears 
to be a very bright girl, although before operation 
she was stupid and apathetic. Discharged from the 
hospital to return for dressing of wound. 

Six months after operation the patient was exam- 
ined by Dr. Schlapp and found to be in a perfectly 
normal condition, all of the above symptoms having , 
disappeared. 
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In January, 1908, the patient came to the neuro- 


logical clinic and reported as follows: She remained 
in a perfectly healthy condition after her last report 
at the clinic. In 1905 she was married and one 
year after marriage gave birth to a normal child 
which is living and well at the present time. The 
day following the birth of this child the patient had 
three attacks of Jacksonian epilepsy, two of which 
were confined to the left hand and arm; first tonic 
and then clonic spasms of the hand and arm lasting 
about two to five minutes, did not lose conscious- 
ness. The third attack began in the arm but spread 
to the whole body and patient lost consciousness 
during the attack. 

Although nothing was found at the time of the 
operation, it seems most iikely that a cyst was 
present, and was probably punctured by the explor- 
ing needle but emptied itself later, and did not re- 
fill, hence the complete recovery. 

The convulsions after childbirth were probably 
caused by a focal irritation still existing in the arm 
center (gliosis or fibrosis) plus a general increased 
sensitiveness due to the childbirth. 


Case II. The interesting clinical feature in this 
case is, that in a perfectly normal individual having 
had no headaches, no dizziness, etc., there developed 
suddenly the marked symptoms that the history 
shows. The explanation is no doubt as follows: 
The patient had a small glioma developing sub- 
cortically in the left hemisphere, which in itself 
was not large enough to produce any symptoms, 
but that in it or near by the wall of a bloodvessel 
was injured by the growth of this tumor, causing 
the bloodvessel to rupture with resulting hemor- 
thage and symptoms, the following attacks caused 
by renewed hemorrhages. It is also very likely that 
the hemorrhage had a marked influence upon the 
growth of the tumor, causing it to grow more rap- 
idly than it otherwise would have done. 

M. R., was born in Boston, but lived in New 
York since he was three years old. His work has 
been chiefly as a blacksmith or'a hostler; this has 
required active muscular work. No recent exposure 
to any contagious disease. 

Habits: Whiskey, one glass, beer, four or five 
glasses a day; coffee, one cup daily; smokes cig- 
arettes a good deal; appetite and digestion good; 
bowels regular; sleeps fairly well; gets plenty of 
fresh air exercise. 

Diseases: Denies gonorrhea and syphilis. No 
symptoms of secondary syphilis obtained. Patient 
does not remember any diseases of childhood. He 
has always been strong and well. No pneumonia, 
tvphoid fever, malaria or rhetimatism. 

Present illness: Three months ago (September, 
1905) without any known cause the patient was 
taken suddenly with a numbness in the right half 
of his body and twitching of his right arm. This 
continued and in about ten minutes he became un- 
conscious. He was taken to the New York Hospital 
and remained there in coma thirteen days. At the 
end of that time he regained consciousness, his right 
arm and leg and the right side of his face were 

* paralyzed; his speech was thick. From that time 


on he gradually improved till six days ago, when he 
was discharged. He could walk then, though with 
a marked limp, but his arm was still useless and the 
right side of his face flattened. His condition re- 
mained about the same until to-day (December 
16th), when he was suddenly taken with twitchings 
of the muscles of the right half of his body, fol- 
lowed by coma. He remained unconscious for three 
or four hours and on recovery felt dull and stupid. 
He does not think he was more paralyzed now than 
he was day before yesterday. No cardiac nor 
renal symptoms. 


Chief complaints: Old right hemiplegia, attack 
of convulsions and coma. 

Physical examination, December 16, 1905: Pa- 
tient is only fairly nourished, slightly anemic, not 
dyspnoic, not cyanotic; is markedly prostrated, apa- 
thetic, but can be aroused; hiccough present ; looks 
rather sick. 

Tongue, dry, heavily coated with whitish fur. 
Pharynx and tonsils, congested, a few small white 
spots present. Buccal mucous membrane clean. 
Teeth in fair condition. . 

Face: There is slight paralysis, almost complete, 
on right: left is drawn over. Right naso-labiai fold 
obliterated. Weakness of right arbicularis palpe- 
brum. 

Eyes: Conjunctive moderately congested. Pupils 
equal, react normally. 

Superficial glands, cervical, axillary and inguinal, 
palpable. 

Heart: Apex impulse in 4th space 4% inches to 
the left of median line which is outside midclavicu- 
lar line. Left limit corresponds. Right limit is just 
outside right sternal margin. Action regular, not 
rapid, forcible. At the apex is a murmur entirely 
replacing first sound, transmitted well into axilla 
and heard over entire pericardium. Basal sounds are 
of fair quality; pulmonary is the louder. Systolic 
sound is heard over both basal areas and over 
aortic is harsher than over pulmonic. 

Pulse: Regular, not rapid, forcible, good size, 
rather markedly increased in tension. Vessel wall is 
palpable. 

Lungs: Normal. 

Liver: Does not “percuss,” edge not felt. 

Abdomen: Symmetrical, soft, tympanitic, a little 
distended. 

Extremities: Vaccination in right upper; left up- 
per normal. : 

In the right upper there is slight power in the 
muscles of shoulder. A little spastic, atrophy of 
muscle including the interossei. Hands held in 
position of claw hand. Reflexes exaggerated. Pain 
and temperature sense diminished but not lost. 
Tactile and deep muscular sense disturbed. Astere- 
ognosis in right hand. 

Lower: Reflexes on left side normal. Distinct 
loss of power in right lower: left normal. 

Reflexes on right; knee-jerks are markedly ex- 
aggerated; marked Babinski. 

Clinical Notes, December 21st: Temperature con- 
tinues between 99° and 100°; patient feeling fairly 
well but complaining of some stiffness in legs and 
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arms. No change made out in physical examination. 

December 26th: Temperature normal, patient a 
little brighter ; there is some slight power returning 
in finger of right hand. 

January 3rd: After he had been up for a few 
hours this morning he began to feel dizzy and had 
to return to bed. There seems to be some slight 
improvement and return of muscular power in right 
hand. 

January 5th: Last two days headache, but seems 
brighter. Slight improvement in control of hand. 
No paralysis on either side. Tongue does not devi- 
ate. Legs unchanged. 


January 8th: Since potassium iodid was stopped 
in increasing dose, the headache has gone. Appetite 
good. Appears much brighter. Can now extend 
hand on forearm very well. Cannot extend fingers. 
Left side of face seems weak. Power in left leg 
geod. No Babinski. 


January 12th: Last night patient complained of 
severe pain shooting down right arm and forearm 
into hand. There was loss of power in arm at 
same time. Still some pain in this arm most marked 
in dorsum of hand and along fingers. Patient’s arm 
hangs dead at side; unable to use any muscles ex- 
cept biceps and that but slightly. Leg a little weaker. 
No change in face. Right pupil little larger than 
left, both react. Patient depressed. 

January 15th: Patient complains of pain in head 
almost continuously. Is regaining power in right 
arm. Can flex and extend forearm, flex and extend 
fingers. Also some return of power in leg. Plantar 
reflexes exaggerated. 

January 17th: Seems to be gaining strength in 
right arm. Feels better and looks brighter. 

January 19th: Much brighter and there seems 
to be improvement in use of right arm. Complains 
of severe headache, somewhat nervous. There 
seems to be but little loss of power in right arm. No 
change in face, nor right leg. 

January 24th: This morning an attack of severe 
headache for a few minutes was completely asphasic. 
Now he can speak, but more indistinctly than yes- 
terday. Cannot move right arm. Right leg is 
weaker. Still complains of severe pain in head. 
Pupils equal, react to light. No ocular paralysis. 
Tengue protruded straight. No noticeable weak- 
ening of muscles of face; sensory disturbances as 
above ; patient is nervous and depressed. 

January 26th: Headache continued till this 
morning, now feels better. Right arm still weak, 
cannot extend hand on wrist or move fingers. Right 
side of face appears to he a little weak this morning. 
No change in leg, no disturbance of sensation. 

January 29th: Much brighter this morning and 
has no headache. Complains of little pain and stiff- 
ness on right side of neck; slightly tender, no red- 
ness nor heat. 

January 31st: Violent attacks of headache over 
right side of head; general condition otherwise un- 
changed. 

February 2nd: ° Better this morning; another se- 
vere attack of pain on right side of head. No in- 
crease in paralysis nor gastric disturbance. 


February sth: 
right side of face this morning, but no increase of 


There is decided weakness of 


paralysis in extremity. Is having no headache at 
present ; yesterday had severe headache and vomit- 
ing. Seems a little relieved by nitro-glycerin. 

February 7th: Patient continues to have almost 
daily attacks of headache, very severe and confined 
almost entirely to right side of head. A little more 
weakness of right side of face. Tongue protrudes 
straight. Condition of arm and leg almost the same. 

February 12th: Patient is having more frequent 
attacks of headache. Quieted often by any medi- 
cation, éven saline hypodermatically. Pulse a little 
slower. Does not vomit, seems a little weaker. 

February 14th: Continues to have severe head- 
aches, worse on right side. Slight tenderness to 
percussion over right parietal region. Pupils equal 
and react to light. Pulse is frequent. Right arm 
rather stiff, hand is limp and patient cannot move it 
at all. Leg as before, no change in face, tongue dry 
and heavily coated. General condition worse. 

February 16th: Patient in a good deal of dis- 
tress. Is groaning much, is emotional and cries. 
Seems to be unable to speak intelligently. Pupils 
equal and react to light. No apparent facial paraly- 
sis, tongue protrudes straight; right arm is pretty 
completely paralyzed, forearm is absolutely. Right 
leg markedly weakened but not paralyzed. Knee 
jerks more marked on right than on left. Plantar 
reflexes both sluggish. Sensation same as above. 

February 19th: Patient very somnolent, but can 
be aroused and answers when spoken to. Right 
pupil seems a little larger than left. Pupils moder- 
ately dilated. Pupils dilate and contract intermit- 
tently without any change in accommodation nor in 
intensity of light. There seems to be a little weak- 
ness of right side of face. Heart beats 60-80 of 
fair force. Patient is coughing and raising consid- 
erable mucopurulent sputum which is at times 
blood-stained. Weakness of right arm and leg per- 
sists. Breathing sounds are poor over the entire 
lung surface. 

February 21st: A little brighter, general condi- 
tion almost the same. Eyes examined by Dr. Parker 
yesterday. Patient had a double choked disc with a 
neuroretinitis. Spitting bloody mucopurulent mate- 
rial. Marked pyorrhea alveolorum. Well marked 
Babinski on right. Knee jerks on right a little 
more marked. Right leg a little weaker. No change 
in face or arm. Still continues to have headache. 

February 26th: Condition about the same. Diag- 
nosis of brain tumor involving the left motor area. 
Patient sent to the surgical division for operation 
by Dr. Eliot. 

On operation there was found what was supposed 
to be an old blood clot with substance, probably 
tumor tissue. The patient lost a good deal of blood. 
Died the day after operation; autopsy obfained. 

The histological examination shows a large cell 
glioma with a great deal of hemorrhage and ne- 
crosis throughout the tumor and surrounding tissue. 

Leucocytes 35,500 on admission; later were 10,- 
800 to 14,400. Polynuclears, 75% ; transitional leu- 
cocytes 1% ; large mononuclears, 6% ; lymphacytes 
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18%. Moderate pallor of red bloodcells. No tu- 
bercle bacilli found. 

Urine showed few traces of albumen, with few 
hyaline casts intermittently. The temperature 
throughout ranged about normal. 

Pulse as slow as 48, but averaged about 60. 

Medication, first increasing doses of potassium 
iodid. Later symptomatically for pain. 

Three months ago (September) as the history 
shows, the symptoms developed suddenly without 
any complaint by the patient, no dizziness nor vom- 
iting which are usually the cardinal symptoms in 
brain tumor cases. As if out of a clear sky, he was 
suddenly paralyzed and this paralysis never entirely 
disappeared. Some months after the first onset 
he had a second stroke of paralysis from which he 
never recovered, and died five months after the 
first appeared. 

This is a condition that is very seldom found 
in brain tumor cases as all these patients have symp- 
toms of intracranial pressure and these symptoms 
continue for some time. It is very likely that in 
this case there was present a small glioma which 
gave no symptoms whatsoever until hemorrhage 
occurred in this glioma and that was at the time 
of the first paralytic stroke. The hemorrhage 
caused a great deal of destruction at the time around 
this small glioma, explaining the tremendous clin- 
ical symptoms, the pressure, headache, etc. ; and pos- 
sibly the secondary inflammatory reaction following 
the hemorrhage subsiding somewhat, the patient 
partially recovered the loss of power on the right 
side. The second stroke was also due to hemor- 
rhage in this tumor tissue. This secondary hemor- 
rhage unquestionably caused the tumor to grow very 
rapidly. As illustrated by the accompanying photo- 
graphs, the tumor developed from a very small 
growth in five months, showing that for some rea- 
son the growth was more rapid than is usually the 
case in gliomata. 

We wish to express our thanks to Drs. Tuttle 
and Eliot for permission to use their bedside notes 
and to report the cases. 


SKULL TRAUMA. 
One should always question every suspicious mark 
on an exposed skull surface in case of traumatism, 


even if it be no more than a hair line, for this may. 


be a possible fissure and a potential source of in- 
fection. Do not pass lightly any evidence of dis- 
turbed mentality, such as alcoholism, in the presence 
of skul traumatism; it may mean either meningitis 
or abscess; and remember that alcoholism, per se, 
has a subnormal temperature, while meningitis and 
brain abscess show temperature elevation —FRaNK 
D. Gray in the Annals of Surgery. 


SOME REMARKS ON THE SURGICAL 
TREATMENT OF TRACHOMA. 


W. M. Caruart, M.D.., 


Assistant Attending Surgeon, Manhattan Eye, Ear and — 
Throat Hospital; Oculist, New York City 
Department of Health, 


NEW YORK CITY. 


The importance of the treatment of trachoma is 
increasing from year to year as the emigration from 
countries in southern Europe brings in cases of the 
disease, which seem to be of a more pronounced 
character than those originating in America. Cer- 
tain peoples are undoubtedly more prone to the dis- 
ease than others, and of these the Russian and Ital- 
ian are the most susceptible to trachoma. 

The medical treatment of trachoma is apt to be 
rather long and tedious, and in pronounced cases it 
is not as effective as surgical treatment. 

Among the many methods that have been advo- 
cated for the surgical treatment of trachoma per- 
haps the most generally used is some modification of 
the operation of expression of the granules, as ad- 
vocated years ago by Dr. Herman Knapp, of this 
city. Expression consists in squeezing out the 
trachomatous tissue from the granules with some 
form of forceps. Knapp’s roller forceps are per- 
haps as effective as any, and are less likely to pro- 
duce scar tissue. Other types of forceps that have 
been used are those of Noyes and Prince. At an 
operation it is perhaps wise to have all three types 
of forceps at hand for the reason that each instru- 
ment is effective for certain purposes. The curved 
form of the Noyes forceps is particularly useful for 
expressing the hard granules found at the angles 
of the palpebral fissure, and the Prince forceps can 
be put to good use in the deeper tissues of the 
fornix. 

Some years ago Dr. Jameson, of Brooklyn, intro- 
duced a form of instrument which acted like the 
teeth of a harrow drawn across the surface of the 
granules. This instrument called a’ trachomatome 
is particularly useful for hard granules that resist 
expression by other means, Its disadvantage is that 
its use is slightly dangerous in careless hands, since 
it may cause an ulcer or abrasion by accidentally 
striking the cornea in being drawn over the surface 
of the lids. 

Expression is usually done under a general anes- 
thetic, but in cases susceptible to control it can be 
performed under cocain. ‘he method I have used 
in operating under cocain is, in addition to the in- 
stillatiow of an 8% solution, to dust over the surface 
of the everted lid a small amount of powdered co- 


‘ 


Alé ERICAN 
JOURNAL OF SURGERY. . 


180 


CARHART—TRACHOMA., 


June, 1908. 


cain. This powdered cocain seems to greatly in- 
crease the anesthetic effect, and during the operation 
it is not often necessary to repeat the use of the 
powder, satisfactory anesthesia lasting sufficiently 
long with the one application. But it is absolutely 
essential that the patient should be perfectly tract- 
able, and with children it is usually considerably bet- 
ter to employ complete anesthesia with gas and 
ether. As the operation is a short one, effective 


Fig. 1. Knapp’s Roller Forceps, 


anesthesia can be reached with gas alone in some in- 
stances, but gas followed by ether allows of more 
thoroughness on the part of the operator, and 
should be used in several cases. Ai St. Joseph’s 


Home it is my custom to operate under cocain, but 
the Franciscan Sisters in charge have the children 
under such splendid control that I can do there what 
cannot be well done elsewhere. 


Decker’s Roller Forceps. 


Fig. 3. 

The technic of the operation is quite simple. 
After the usual cleansing of the lids they are 
strongly everted, it being better to proceed with 
the lower one first in order to avoid obstructing the 
field of operation with hemorrhage from the upper. 
The conjunctival tissue covering the inner surface 
of the lid is seized with the Knapp roller forceps, 
and each mass of granules is squeezed in the grasp 
of the forceps until the conjunctiva is entirely 
smooth, There may be a number of granules in the 


depth of the fornix, particularly at the outer and in- 
ner angles of the palpebral fissure, that require to be 
picked out with the Prince forceps or the extremi- 
ties of the curved form of the Noyes forceps. It 
is essential that every mass of trachomatous tissue 
be expressed in order to avoid recurrence. Al- 
though recurrences cannot always be avoided, they 
can be made much less frequent by care in this par- 
ticular. The operation, not being a serious one, is 


= 


Fig. 5. Noyes’ Straight Forceps. 


too often carelessly done, and in hospitals is some- 
times left to the junior members of the house staff, 
which may account for some recurrences. 

After every shred of trachomatous tissue is care- 
fully expressed in this manner it is best, in my esti- 
mation, to rub over the smooth surface of each lid 
a cotton-wound applicator dipped in a strong solu- 
tion of some antiseptic. Bichlorid of mercury, 
1-500, can be used, and is effective. Formerly the 


Fig. 2. Luer’s Modification of Knapp’s Forceps, 


antiseptic was scrubbed into the tissue with a tooth 
brush, but this method, as well as its accompanying 
scarification of the lids in the old grattage opera- 
tion, caused too much reaction to be continued. 
The immediate after-treatment can usually be 
confined to cold applications to the lids often 
enough to reduce the swelling which ensues. For 
a few days there is apt to be considerable swelling 


Fig. 4. Noyes’ Forceps Curved Up and Curved Down. 


of the lids and some conjunctival discharge. Over 
the surface of the lids there often comes a white 
membrane, which is merely the consequence of the 
necessary traumatism of the operation. It can be 
wiped off easily, but it is best to leave it undisturbed 
for a day or two as a protection to the wounded sur- 
face beneath, it being formed of serum and fibrin 
poured from the capillaries. _ 

It is very important that adhesions between the 
tissues of the fornix and the lids be prevented by 


Fig. 6. Prince’s Ring Forceps. 


the daily passing of a probe across the palpebral 
commissure in the upper and lower fornix, or wher- 
ever adhesions are seen. Some authors say there 
should be no adhesions, but in some cases of tracho- 
ma adhesions may persist despite the careful use of 
the probe. Adhesions occur most often where the 
operation has caused considerable traumatism, and 
they vary with its amount. 

The after-treatment of these operated cases con- 
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sists first, in combating the traumatic conjunctivitis 
with some silver salt, and then, when the secretion 
has diminished or ceased, in the use of sulphate of 
copper or any other astringent remedy. 

The treatment of trachoma by operation marked- 
ly shortens the duration of the case. A case which 
without operation would drag for months or years 
can often be practically cured in a few weeks, which 
is a decided gain to the patient and the community. 
The operation in itself is not at all dangerous, the 
resulting traumatic conjunctivitis, is trifling, and 
there seem to be no essential contraindications to 
its performance. Any injury to the cornea can oc- 
cur only by accident, and should not do so with any 
great frequency. 

In conclusion: 1. The surgical treatment of 
trachoma is in my estimation the most effective way 
of combating the disease. 

2. Expression is safe and effective. 

3. It shortens the duration of treatment in a 
marked degree. : 

4. The operation can be performed under co- 
cain, but in severe cases and in intractable children 
ether and gas are preferable. 

5. Adhesions in the lids should be separated 
with the probe daily until the tissues of the lids 
have healed. 

6. The reaction caused by the operation yields 
readily to ice-cloths applied to the lids, and the re- 
sulting traumatic conjunctivitis can be controlled 
in a few days with a silver salt. 

7. The after-treatment is most important to at- 
tain complete cure and to prevent recurrence, and 
should continue some weeks. 


616 Mavtson AVENUE. 


INTERNAL URETHROTOMY. 


It is the writer’s experience that the free and 
deep incisions much in fashion years ago are not 
necessary, more moderate cuts made with greater 
precision answering fully the purpose. The efficacy 
of a definitely and precisely delivered cut has been 
well shown in some strictures of the penile urethra 
which were resistant to dilatation beyond a certain 
caliber. After being accurately stroked with the 
knife, and then waiting a few days, they were per- 
fectly amenable to further dilatation. The hemor- 
rhage after such precise cutting is trivial, in 
marked contrast with the troublesome and some- 
times dangerous bleeding that often followed the 
deep an1 extensive incisions in the internal ureth- 
rotomies of former days.—Wwm. F. FLUURER. 


‘cer and syphilis. 


TUBERCULOSIS OF THE TESTICLE.* 
Hucu WILKINSON. 
KANSAS CITY, KAN. 


After a thorough perusal of the best authorities 
at my command on genito-urinary tuberculosis, and 
a review of eight cases that have come my way the 
last four years, the first conclusion I reached was, 
that there is nothing very new to offer in this line. 
The men of twenty years ago seemed to have as 
clear a conception of the disease, in most respects 
at least, as we younger men’ of the present day. I 
offer the following, therefore, chiefly as a review. 

The development of a tuberculous deposit in a 
testicle almost invariably manifests itself as a single 
or multiple nodular mass in the epididymis, coming 
on gradually, painlessly and of an evident size be- 
fore the patient notices it. It has been my experi- 
ence that the patient usually gives a history of a 
previous gonorrheal epididymitis, but I am aware 
that this is no criterion to base one’s judgment on. 
I have a case at the present time in a young man 
who had a swelled testicle following a gonorrhea 
six or seven years ago. He has a nodular lump in 
one epididymis which he says has been there ever 
since the testicle swelled. It seldom bothers him 
but occasionally becomes a little swelled and sore. 
I have watched it over six months and can see no 
change. The question is: is this an old induration 
remaining from the gonorrheal invasion, or is it a 
slow-growing or latent tuberculosis? I am inclined 
to the latter diagnosis, but not: sufficiently so to in- 
sist on an operation. However this may be, we 
know that the germ of tuberculosis delights to lo- 
cate in and attack a tissue weakened by injury or 
disease and an old induration or chronic catarrh 
or congestion in the epididymis makes fertile soil 
for its growth. 

The disease almost invariably attacks the epididy- 
mis first, only later extending to the gland proper. 
This is the important point in a clinical diagnosis 
between it and other diseases of the organ, as can- 
The nodules can often be felt 
extending, beadlike, up the vas deferens into the 
external ring. While usually slow and quiet in 
onset an acute attack is not at all rare, the organ 
swelling in a few days and the symptoms being cor- 
respondingly acute and distressing. In these cases 
the disease is at times hard to distinguish from an 
acute non-tuberculous disease. But such an attack 
is more common in patients the subject of tubercu- 
losis in other parts of the body than the genito- 
urinary organs. 


*Read at a meeting of the Northeast Kansas Medical Society, 
Topeka, October, 1907. 
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While primary’ testicular tuberculosis is possible, 
every authority asserts that it is almost always sec- 
ondary, so that when such a disease is developing 
we can be practically certain that there is a lesion 
some place else in the body, more likely in the gen- 
ito-urinary system, The prostate gland and seminal 
vesicles are usually the seats of the primary disease 
in that system, the germs reaching the epididymis 
via the vas or the lymph channels. This question 
of the priority of the disease raises a dispute among 
some surgeons as to methods of treatment. In every 
case of which I have any knowledge there were 
signs or symptoms of the disease some place in the 
body other than the testicle. Most of them had 
a history of tuberculosis in the family. In ail of 
my cases there was a purulent or shreddy discharge 
in the urine at variable intervals, hinting at pros- 
tatic or seminal vesicular disease. But in most of 
these cases there was a venereal history and while 
in none of them could I find gonococci, neither 
could I find the tubercle bacillus. I examined most 
of the urines microscopically. 

Of course, general symptoms of tuberculosis are 
present sooner or later in all cases,—some anemia, 
weakness, rapidity of pulse, evening rise of tem- 
perature, etc. It is surprising how far advanced 
the local disease gets at times with no general symp- 
toms of note. 

The treatment of testicular tuberculosis from a 
complete curative standpoint is rather hopeless at 
present. One often rids the testicle of the disease, 
but as this is so often only secondary to the deeper 
lesions, as I have said before, our work is too often 
of only temporary benefit. But this is true of the 
same disease in most all other places and one must 
not throw up his hands in despair when he encoun- 
ters a patient with the disease under discussion. In 
no disease that I know of is careful judgment, ex- 
treme care and instruction to patient more neces- 
sary, not excepting pulmonary tuberculosis, Opera- 
tive surgery can do wonders when properly and 
timely applied to rid a person of diseased tissues 
and give him a better chance to fight other dis- 
eased parts less accessible to operative procedures, 
but had I my choice of only one of the two treat- 
ments, medical or surgical, I would certainly choose 
the former.’ As a rule, we are not bound that way 
and must push to the limit every remedy we have 
at our command, 

The only disputed point I can find is to what 
extent operative treatment should be carried. Ina 
masterly analysis of 100 cases by E. L. Keyes, Jr., 
of New York,’ we are advised that “epididymec- 
tomy is the operation of choice unless there is hy- 


per-acute generalized epididymo-orchitis or unless 
the testis is destroyed by suppuration.” I think 
this a proper summary of the operative indications 
but we will find in a large per cent. of cases of 
simple epididymectomy a recurrence at the sight of 
operation, or in the opposite organ if it is not al- 
ready diseased, and rapid softening at the seat of 
recurrence. But the fact that we can rid perma- 
nently a certain per cent. of these patients of the 
testicular manifestations of the disease by excision 
of the diseased lump only (without complete or- 
chidectomy ) leads one to advise this method. 

To make more plain the operative indications: 
If there is a well defined and comparatively well- 
localized tumor in one or both testicles, excise the 
tumor only; if the organ is widely involved, con- 
taining many nodules, or, perhaps, one or several 
abscesses, open or unopen, remove the entire testicle 
and cord as far into the pelvis as possible, cutting 
far wide of the sinuses. and using extreme caution 
not to infect fresh wounds with the diseased tis- 
sues; if the organs are widely diseased and broken 
down I would never completely unsex a patient but 
trust to excision, curettement and local applications 
combined with general measures to be enumerate. 
The last procedures cited would be best in those 
near death’s door with severe pulmonary or other 
disease. 

By a removal of all possible diseased areas as 
just described we withdraw such a large fountain 
of toxines and disease germs that nature can with 
our aid make a new effort to rid the system of what 
diseased parts remain outside our knife. 

A careful after-treatment of these cases should 
be begun just as soon as the patient is off the oper- 
ating table, and continued to the end, whatever that 
may be. The general directions so well known in 
medical tuberculosis comprise our after-treatment 
in surgical tuberculosis and are not one whit less 
important.2, They include unlimited amounts of 
pure dry air and sunlight, forced alimentation in- 
cluding large amounts of eggs, milk and other al- 


‘buminous food, and certain drugs, chief among 


which are guaiacol, iodid of iron, hypophosphites, 
malt extract, fat emulsions and last but not least, 
our old friend, pure cod liver oil. Pure guaiacol 
to the amount of one dram a day, and pure cod 
liver oil are my favorites in the line of medication. 
Plenty of mild exercise is good in those who are 
able to take it, but violence should be avoided and 
especially things tending to bruise the pelvic area, 
as horse and bicycle riding. 

The theory of blood opsonins is receiving well- 
deserved attention and Wright, of London, and his 
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followers in this line of work may add something 
of value to our treatment in the near future. If 
we can find some way to positively control the op- 
sonic index we will come nearer controlling the dis- 
ease than we ever have before. The advocates of 
this theory use a serum which they call tubercular 
vaccine or tuberculin. From all reports I am able 
to get I don’t believe they have, as yet, the proper 
serum. They all admit that it is of use only with 
the other measures usually advised. This proves its 
weakness as a specific. . 

Dr. W. T. Belfield,* of Chicago, has recommen led 
and put into use the injection of drugs via an in- 
cision into the vas deferens. His only successes 
have been in non-tuberculous diseases, but further 
use may show its valué in tuberculosis of the vesicles 
and prostate after removal of the testicular disease. 

The prognosis as to a long life is not very en- 
couraging. When one testicle is involved sterility 
is the rule. If the disease in one organ is eradi- 
cated for four years, the prognosis is good for the 
other. But the fact that the disease in the testicle 
is practically always secondary to disease elsewhere 
in the body, usually in the seminal vesicles and pros- 
tate, makes a permanent and complete cure very 
uncertain. Early removal of all accessible disease 
and prompt, energetic medical after-treatment, as 
above outlined, will add many months of compara- 
tive comfort and life to a large number of cases. 
Procrastination and tampering place many of these 
patients in such shape as to make a rather hopeless 
outlook for the surgeon by the time he reaches them. 

1 Annals of Surgery, June, 1907. 


? AMERICAN JOURNAL oF SURGERY, July, 1907. 
Personal communication, 


GripPpAL NEvuRITIS SIMULATING SURGICAL Di1s- 
EASES. 


Neuritis may affect the ilio-hypogastric nerve 
and simulate an attack of appendicitis. The lower- 
most intercostal nerves can become involved and 
give rise to symptoms resembling those of a neph- 
ritic or gallstone colic, or an ulcer of the stomach. 
In fact, such mistakes have often been made and 
have lead to useless operative procedures. The true 
condition may generally be recognized, however, by 
noting, among other things, thé history of the case, 
the tenderness of the nerve-trunks throughout their 
course, and the extreme hyperesthesia of the skin, 
especially when a fold is pinched between the fin- 
gers——LEONARD FREEMAN in the Denver Medical 
Times. 


REMARKS ON AN ARTIFICIAL SYNOVIAL 
FLUID.* 
Rosert T. Morris, M.D., 


Professor of Surgery in the New York Post-Graduate 
Medical School and Hospital, 


NEW YORK CITY. 


This man fell on the ice about two years ago, 
and for a few days suffered from some tenderness 
of the right hip-joint, but did not go to bed; there 
was no marked disability of the joint. In another 
fall subsequently, he again injured the joint. Again 
the pain and tenderness disappeared for a time, 
but during the past year there has been an increas- 
ing degree of pain and disability. The range of 
flexion of the femur is limited and for the past 
three months he has been unable to stand at his 
work. The x-ray shows no changes of consequence 
in the structures of the joint. 

This is a very common history; it relates per- 
haps more often to injuries of the shoulder than to 
any other one joint and it means that a synovitis 
followed the original injury. The synovitis sub- 
sided, leaving a plastic exudate which formed ad- 
hesions within the joint, and these adhesions in- 
stead of undergoing absorption have been gradually 
contracting until they now limit the range of mo- 
tion of the joint and cause pain and tenderness on 
attempts at motion. There are very many patients 
going about with painful joints in which the diag- 
nosis is obscure, but in which we can find adhesions 
if the proper tests are made. In many of these 
cases an excellent result follows simple breaking 
up of adhesions, the patient being anesthetized. He 
is kept in bed for a few days until the acute inflam- 
mation subsides and then passive motion and mas- 
sage bring about a cure. There are other cases in 
which there is so much roughening of the carti- 
laginous surface of the joint by adhesions that 
movements of the joint excite new synovitis. In 
still other cases the adhesions have engaged so large 
a part of the synovial structures that only a small 
secreting surface is left. 

A class of cases which closely simulates the joint 
adhesions, includes the group of so-called “dry 
joints.” These “dry joints” are commonly ascribed 
to rheumatism, and some of them actually do depend 
upon the changes following rheumatic inflammation 
of the joint. There are other cases, however, in 
which it is impossible to elicit a definite rheumatic 
history. There are also some “dry joints” following 
gonorrheal synovitis. 


About four years ago I tried an experiment of 


* From a lecture delivered at the Post-Graduate Medical School, 
December 28, 1907. 
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injecting into the synovial cavities of all of these 
_ joints a lubricant consisting of one part of boro- 
glycerid, three parts of glycerin and four parts of 
watery saline solution. The solution is made up 
on the spot, sterilized by heat, injected with a 
needle large enough to carry the syrup-like fluid. 
This artificial synovial fluid was made up on this 
formula on the supposition that the hygroscopic 
character of the glycerin would have a tendency to 
draw the serum by osmosis toward the joint; the 
boroglycerid would add the smooth and benign qual- 
ity required, and the watery solution would not 
excite intolerance of the tissues. Any fluid injected 
into the synovial cavity is likely to remain much 
longer than when injected into other structures, for 
the reason, apparently, that the lymphatic system 
of the synovial structures does not favor rapid ab- 
sorption of such fluids. 

It was my impression when first beginning the 
experiment with this fluid that we should have to 
employ the formula in various ways, and there was 
also the question whether the whole idea were not 
a fanciful one. The plan has worked so well, how- 
ever, that I have not changed the formula at all. 

The first case in which I used it was one of joint 
adhesions following a gonorrheal synovitis; ad- 
hesions had been broken up a short time previously, 
but there were so much pain and tenderness remain- 
ing that the result was not satisfactory. After in- 
jection of the artificial synovial fluid the patient was 
immediately relieved from pain and tenderness and 
he continued to have a good joint when I saw him 
some months subsequently. , 

The next case was that of an elderly woman 
who had one of the dry, creaking shoulder joints 
of unknown origin, with adhesions and without a 
definite rheumatic history, Injection of the synovial 
fluid in this case gave very prompt relief. 

I have even risked using this artificial synovial 
fluid on three joints with adhesions following cured 
tuberculosis and in all of these there was a very 
satisfactory result. I would be very much afraid of 
recommending this procedure or even of breaking 
up adhesions in most of the cases of cured tuber- 
culosis of the joints, but once in a while there would 
be a case in which any surgeon of experience will 
feel that it is worth while to take the risk. 

The best results have been in cases of adhesions 
of the joints following simple rheumatic synovitis. 
In only one case has the patient complained of pain 
resulting from the injection and no good result fol- 
lowing. This was the case of a woman twenty-five 
years old, who was definitely a “hysteric,” and who 
had been in bed much of the time for years with 


various kinds of troubles. “Without known cause, 
she developed a synovitis of the right knee, fol- 
lowed by very firm adhesions. When the adhesions 
were broken up it was observed that there was 
much erosion of the cartilaginous surface. About 
two ounces of the artificial synovial fluid were in- 
jected into this joint and the patient complained 
very much of the pain, and re-adhesion occurred. 
A second injection was made some months sub- 
sequently and the patient again complained of the 
pain and no relief was obtained. This case was in 
contrast to the others. 

The patient upon whom we are about to operate 
had an adhesion of the hip-joint broken up about 
two weeks ago and he was very much relieved, 
but there is enough tenderness and limitation of 
motion remaining to convince me that it will be 
best to inject the artificial synovial fluid. I place 
one finger upon the femoral artery in order to lo- 
cate it, and then find the great trochanter. The 
needle of the syringe is inserted at a point immedi- 
ately between the two and carried into the tissues 
in’ such a way that it slides along the neck of the 
femur; I now feel that the needle is free in the 
synovial cavity of the hip and inject about one ounce 
of the fluid, perhaps a little less. One never can 
tell in advance just how much to inject because in 
many cases there has been so much contraction of 
the synovial membrane. After making the injec- 
tion we allow the patient to remain quietly in bed 
for a couple of days and then make use of the joint. 


A CASE OF FRACTURE OF THE TIBIAL 
SPINE. 
SIGMUND EPSTEIN, 


Clinical Assistant, Department of Orthopedic Surgery, 
Vanderbilt Clinic, 


NEW YORK. 


Miss H. B., 20 years old, consulted me on May 
4, 1907, for a deformity of the right knee that dated 
from a fall 18 months previously. 

Previous History: Had a bruise of the right knee 
many years ago; no after-effects. All the exanthe- 
mata of childhood. 

Present History: Fell down a flight of stairs 1% 
years ago, on bent knee. Was carried up stairs. 
There was no abrasion of the skin, and the knee was 
extensible to the horizontal. Ecchymosis all over 
the knee, considerable swelling and heat. The fam- 
ily physician diagnosed a “Serious Sprain,” and or- 
dered rest, hot applications, and later, massage. The 
swelling disappeared after the third week. She was 
unable to walk until the eighth week, and did so then 
with pain and limp. On jarring, the pain was se- 
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vere, and she found she could not straighten the leg 
on the thigh. The deformity has persisted, and pain 
is severe when the weather changes. No history of 
attacks of “slipping” bodies. 

Status Presens: Large frame, patient well nour- 
ished. There is marked knock-knee, and the right 
knee is flexed at 165°. There is flat-foot on the left 
side. The limbs are of equal length. Right thigh, 
1834 inches; left, 19 inches. Right calf, 1234 


June 1, 1907. Under nitrous oxid, the knee was 
corrected as much as possible, and put up in plaster 
of Paris. Result, a slight improvement in locomo- 
tion and less flexion deformity. Open operation re- 
fused. 

The condition could not have been differentiated 
from the usual form of internal derangement of the 
knee, without a skiagram. The ideal treatment of 
a fresh case would be simply immobilization in plas- 


inches; left, 134 inches. Right knee, 1514, 15 over 
patellae, 1214 inches, Left knee, 1514 13%, 13 inch- 
es. Flexion is free and painless. The knee cannot 
be extended beyond 165°. There is thickening and 
tenderness at the outer tuberosity of the right tibia. 

An x-ray photograph proved the presence of an 
old fracture of the spine of the tibia, transverse, at 
its base, with enlargement from callus, causing sepa- 
ration of the two bones of the knee. A lateral view 
shows a fragment or callus above the outer tibial 
tuberosity, which may be the cause of the flexion de- 
formity. A shadow appears inside the inner con- 
dyle of the femur. 


ter of Paris as early as possible in the fully ex- 
tended position. 
The literature on this subject is not extensive. 


591 LextncTon AVENUE. 


BIER TREATMENT. 


The indications which point to too strong appli- 
cation of the bandage in the Bier treatment are 
pain, severe edema, absence of the peripheral pulse, 
decrease in temperature, and presence of vermilion 
spots in the parts on the distal side of the bandage — 
S. H. WestMAN in the Dominion Medical Monthly. 
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SURGICAL INVASION OF THE INTERNAL 
. EAR, 

Greater attention to diagnostic methods in the ex- 
amination of the middle ear, together with more fre- 
quent and extensive operations upon the temporal 
bone have not only demonstrated the comparative 
frequency of internal ear suppuration, but have also 
stimulated operators to determine methods of cure. 
Careful tests in cases of catarrhal and suppurative 
otitis have shown a larger percentage of labyrinth 
involvement than had heretofore been surmised. 

The modern otologist appreciates the importance 
of definitely determining the condition of the laby- 
rinth in cases of chronic aural suppuration, because 
this affects the character and extent of his operative 
procedure, and because it enters largely in the prog- 
nosis. 

He has learned at autopsies that an unrecog- 
nized labyrinthine suppuration may produce menin- 
gitis and death, in spite of an otherwise thorough 
and technically accurate radical mastoid operation. 
He may therefore be prepared, by signs suggestive 
of labyrinthine involvement, which may be elicited 
by an expert examination, to so deeply extend his 
operative field as to afford the proper inspection of 
the semicircular canals and the cochlea, The opera- 
tive findings will then be the guides to the treatment 
for which the symptoms merely determine the gen- 
eral indication. If the symptoms before operation 


point to destruction of the vestibule, and a fistula or 


defect in the horizontal semicircular canal is found, 
with pus coming from the vestibule, the latter is cu- 
retted. Whether or not the cochlea is to be opened 
depends upon whether deafness was present, and 
whether, upon operation, it appears to be affected. 
Even if nystagmus and dizziness existed and a small 
defect is noticed in the horizontal semicircular canal, 
this is not attacked, for such defects usually heal 
spontaneously, and any disturbance during operation 
might change a circumscribed condition into a dif- 
fuse purulent inflammation of the labyrinth. Ii, 
however, labyrinthine symptoms persist and become 
more intense,,or appear only aftef operation, the 
labyrinth should be opened up, even though the por- 
tal of infection cannot be seen. 

The surgical invasion of the labyrinth, which is 
now in process of development, is one of the most 
brilliant achievements of otology. The precision 
and experience required in differential diagnosis, 
and the great delicacy and special anatomical knowl- 
edge which an operation upon the internal ear in- 
volves, will keep this field of surgery, certainly for 
some years, at any rate, within the hands of the ex- 
pert. 


ANNOUNCEMENT. 

Readers of this journal have manifested much in- 
terest in, and satisfaction with, the four serial con- 
tributions published during the past three years, 
viz.: Paraffin in Surgery, by Wm. H. Luckett and 
Frank I. Horn; Plaster of Paris and How to Use It, 
and Surgical Postures, both by M. W. Ware; and 
Blood Examination in Surgical Diagnosis by Ira S. 
Wile, concluded last month. Within the next few 
months we shall publish two shorter serials. One 
of these will be a well illustrated essay by Robert 
Coleman Kemp, of New York, on Clinical Types of 
Acute Dilatation of the Stomach, with Experimen- 
tal Researches. The other will consist of terse para- 
graphs covering Practical Points in Anesthesia, by 
Frederick Emil Neef, of New York. 


THE MEETING OF THE AMERICAN MepIcaL Asso- 
CIATION, 

Again under the presidency of a surgeon—Dr. 
Herbert L. Burrell, of Boston—the American Medi- 
cal Association will, in a few days, hold in Chicago 
its annual session. Aside from other advantages, 
the selection of this meeting place affords to the 
members the opportunity of inspecting the head- 
quarters and printing plant of the Association. The 
pathological exhibit, which has been growing in size 
and importance at each session, promises to be un- 
usually attractive this year. 
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A Society For CopING WITH THE EMERGENCIES OF 
PEACE AND War. 
The National Volunteer Emergency Service, insti- 

tuted in 1900, has recently been re-organized by the 

election of Dr. James Evelyn Pilcher, editor of The 

Military Surgeon, as its Director General, and Dr. 

F, Elbert Davis, of New York, as its Adjutant Gen- 

eral. Its work will be conducted along military 

lines, the details being worked out in three separate 
corps, a First Aid Corps, a Public Health Corps, 
and a Medical Corps—the latter consisting of physi- 
cians, with rank from Lieutenant to Colonel, ac- 
cording to length of service, to whom are afforded 
special opportunities for emergency training. The 

Service is extending its membership throughout the 

country. 


Surgical Suggestions 


(DISEASES OF THE EYE.) 


Test the vision carefully in every case of ocular 
injury, even if it is apparently nothing but a “black 


” 


Recurrent attacks of inflamed lids, conjunctivitis, 
or corneal ulcer in one eye, suggest an infected 
lacrimal sac. . Pressure over the inner canthus will 
generally cause muco-pus to present in the puncta. 


When a grey or blue eye turns brown and loses 
sight, after an injury, one may be almost sure of a 
chip of steel or iron in the globe, that is slowly 
rusting (siderosis). 


Avoid bichlorid solutions in eye work, as much as 
possible. After cocain has been used, they may 
cause a permanent opacity of the cornea. 


A large dose of antipyrin or quinin will clear up 


a frontal headache due to acute catarrh of an acces- ° 


sory sinus, by its astringent action on mucous mem- 
brane ahd consequent improvement of drainage. 


A large pupil in an aged patient is a danger sig- 
nal, suggesting glaucoma with insidious onset. 


After using a mydriatic in an adult, instil pilo- 
carpin 1%, and keep the patient under observation 
until the pupil contracts. 


Yellow salve soon turns brown on exposure to 
light, if made with lard as a base. Cold cream or 
lanolin makes a good base. Keep in a porcelain jar 
with a screw top. 


After using cocain solutiori on the eye, be sure to 
keep it well irrigated, or protected by a bland oint- 
ment, or bandaged, to prevent drying and subse- 
quent erosion. 

After iridectomy for glaucoma the pupil of the 
sound eye should be kept contracted by pilocarpin 
for at least a week, but not bandaged, as it should 
be open to frequent inspection. 


In prescribing eye-drops, order a dropper to be 
dlaced in the bottle in place of a cork, as a stopper. 
It will always be at hand and always clean, and the 
solution will not be contaminated. 


A hypodermatic injection of morphin, gr. 1/6, 
about a half hour before a major eye operation, such 
as cataract or iridectomy, will keep the patient quiet 
and make the extraction calm, and free from pain. 
There is no danger of sudden motion of the head, 
and the technic is more exact and rapid. 


Clipping the lashes close before ophthalmic oper- 
ations renders the first dressing easy, as the lids are 
not glued together, there is no retention of secretion, 
and, accordingly, there is less danger of secondary 
infection. 


In looking for a fcreign body on the surface of 
the eye, do not forget to examine the tear-points 
with care. An incarcerated lash or cut end of hair 
may be the cause of the trouble. 


Wolfe grafts for the lids or for an artificial 
socket must be made very large to allow for shrink- 
age. Allow an extra half inch for each inch in 
length and width of the defect to be covered. 


An old Reer’s knife which has been ground so 
often that it is of no use for corneal incisions is 
excellent for opening styes or chalazia, and a small 
straight keratome, on account of its double edge, is 
far better than any scalpel for splitting the lid mar- 
gin in entrovion and trichiasis operations. 

The most stubborn and inflamed iris will yield 
and the pupil dilate if a leech be applied just back 
of the lid-fissure, and a small crystal of atropin be 
placed in the conjunctival sac. Avoid systemic pois- 
oning by pressure over the inner canthus with 
the tip of the finger, occluding the tear-ducts and 
preventing the atropin-laden tears from running 
down the nose and being swallowed. 
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Book Reviews. 


Bier’s Hyperemic Treatment in Surgery, Medicine, 
and the Specialties. A Manual of its Practical Ap- 
plication. By Witty Meyer, M.D., Professor of Sur- 
gery at the New York Post-Graduate Medical School 
and Hospital; Attending Surgeon to the German Hos- 
pital; Consulting Surgeon to the N. Y. Skin and Can- 
cer Hospital, and to the N. Y. Infirmary; and Pror. 
Dr. Victor ScHMIEDEN, Assistant to Prof. Bier, Uni- 
versity of Berlin. Octavo; 209 pages; 95 half-tone il- 
lustrations. Philadelphia and London: W. B. Saun- 
pers Co., 1908. Price, $3.00. 


Observations concerning the value of Bier’s hyperemic 
treatment can be of value only when they are based on 
the application of the proper technics of the method. This 
work is intended to familiarize the English-reading pro- 
fession with those technics. We know of no one better 
fitted to supply that information than these two co-authors, 
both enthusiastic students and adherents of this mode of 
therapy. 

The book, which is attractively printed and freely illus- 
trated, is divided into two parts. The first describes in 
nice detail the application of the three means of effecting 
hyperemia: By the obstructive bandage, by cupping, and by 
hot air. The second part deals with the use of hyper- 
emia in a variety of diseases—surgical, medical, and those 
belonging to the specialties. 

The reader will, we believe, derive the impression that 
for most conditions hyperemia may be induced by -com- 
paratively simple tools, but that in the .complete elabora- 
tion of this therapy the apparatus are varied, cumbersome 
and costly. We think also that he will ascribe some of 
the authors’ conclusions rather to abundant enthusiasm 
than to logical deduction. 

The helpfulness of Bier’s hyperemia in chronic, espe- 
cially tuberculous, joint affections was shown many years 
ago. That this therapy may also be helpful many times 
in acute surgical conditions various observers have learned. 
In acute suppurative conditions the cupping method of 
Klapp has been found by many to be decidedly more ef- 
fectual than stauungs-hyperemie by the bandage; and they 
are not wanting who attribute the effect of the cupping 
chiefly or entirely to the drainage and cleansing it accom- 
plishes, rather than to hyperemia per se. 

It will require a few years more to determine whether 
or not Bier’s hyperemic treatment deserves the enthusiasm 
accorded it by Meyer and Schmieden. Meanwhile we cor- 
dially commend their book to those who, desiring to study 
this mode of therapy, are in need of a manual of exact 
information concerning its application. 


Principles and Practice of Modern Otology. By Joun 
F. Barnuitt, M.D., Professor of Otology, Laryngol- 
ogy and Rhinology, Indiana University School of 
Medicine, etc., and Ernest De W. Wates, B.S., M.D., 


Rhinology, Indiana University School of Medicine, 
etc. Octavo; 575 pages; 305 illustrations. Philadel- 
phia and London: W Saunpers Co., 1907. Price, 
cloth, $5.50; half morocco, $7.00. 

Recent years have seen many advances in the science ot 
otology in all its phases—diagnosis, operative attack, con- 
servative treatment, bacteriology, etc. Most notable, per- 
haps, and most recent, has been the development of the 
diagnosis and surgical treatment of labyrinth suppuration. 
So much, indeed, ,has otology progressed that there has 
developed ample need for a text-book presenting the sub- 
ject in most modern phases. The preparation of such a 
text-book is the task that Barnhill and Wales undertook, 
and the result of their effort bespeaks the breadth of com- 
prehension and the thorough preparation with which they 
addressed themselves to that task. 

A superficial examination of this book makes a most 
pleasing impression by reason of its excellent typography 
and its rich illumination with telling original half-tone il- 
lustrations. A closer study reveals a work quite as digni- 
fied and thorough as its dress is handsome. The greater 


Associate srofessor of Otology, Laryngology and ° 


part of the book was written by Professor Barnhill; Dr. 
, Wales’ contribution consists of the three introductory 
chapters—anatomy, physiology and bacteriology, respec- 
tively—and the pathology. Throughout the work there is 
to be noted an insistence on the importance of early, ex- 
act diagnosis and upon prophylaxis. In regard to the lat- 
ter there is introduced a separate chapter detailing the 
diagnosis of adenoids and the technics of their removal. 
The chapter on the examination of the functions of the 
ear will be found very instructive to those who have not 
followed the literature relating to recent tests. Six excel- 
lent chapters are devoted to the pathology, diagnosis and 
treatment of labyrinthine affections. In short, we find this 
book ali that it purports to be—a thorough and thoroughly 
modern exposition of otology for the service of the gen- 
ye surgeon, the general pracfitioner and the medical stu- 
ent. 


Surgery: Its Principles and Practice. In five volumes. 
By various authors. Edited by W. W. Keen, M.D., 
LL.D., Hon. F. R. C. S., Eng. and Edin.; Emeritus 
Professor of the Principles and Practice of Surgery 
and of Clinical Surgery, Jefferson Medical College, 
Philadelphia. Volume III. Octavo; 1,132 pages; 562 
text-illustrations and 1o colored plates. Philadelphia 
and London: W. B. SAuNpDERS Company, 1908. Cloth, 
$7.00 net; half morocco, $8.00, net. 


In earlier reviews of the first and second volumes of 
Keen’s Surgery we expressed our appreciation, especially 
of the second. It affords 1s much satisfaction to say, that, 
to our view, the present volume, the third, reaches the 
highest level of general excellence thus far attained in this 
series. 

The volume opens with a chapter of 260 pages upon 
Surgery of the Head by Harvey Cushing, of Baltimore. 
We can say without hesitation that this chapter is a mas- 
terpiece of its kind, and would alone render this volume 
worth possessing. What makes this chapter especially 
valuable is the fact that it is plainly the product of one 
rich in experience. This is strikingly brought home to the 
reader when he notes the number of text-book conven- 
tions on brain surgery, that are overthrown in this chap- 
ter. We feel confident that no one can read this essay 
without having added considerably to his stock of knowl- 
edge. Surgery of the Neck, by E. Wyllys Andrews, is a 
well presented and up-to-date résumé of the subject. We 
miss, however, any mention of carcinoma arising from 
branchial clefts, and a description of Mikulicz disease. In 
the discussion of injuries of the phrenic nerve, there is 
no mention of the symptoms of phrenic nerve paralysis. 
The chapter on Diseases of the Thyroid Gland by Albert 
Kocher, the son of the most famous living exponent of 
thyroid surgery, comes fully up to expectations. The Nose 
and Accessory Sinuses by Harmon Smith, is well written, 
but we see little use in a volume of this character, to in- 
struct the surgeon in the appearances of a head mirror, 
tongue depressor, or nasal speculum. The chapters on 
Surgery of Larynx and Trachea, and on Surgery of the 
Thorax by G. E. Brewer, are satisfactory. Surgery of 
the Breast by Finney deserves particular commendation 
for his concise but nevertheless full exposition of the sub- 
ject. We might, however, expect some mention of the 
great value of Bier’s hyperemia in the treatment of mam- 
mary abscess. J. C. Munro is the author of the chapters 
on The Technic of Abdominal Surgery, Surgery of the 
Abdominal Wall, and Diseases of the Peritoneum and 
Retroperitoneal Space. The only point for criticism in 
the first chapter, is the author’s recommendation of the 
continuous suture for the fascia. We believe that most 
surgeons at present prefer the interrupted, for obvious 
reasons. The difficult subject of peritonitis has been han- 
died by the author in a cautious manner. He does not 
bind himself categorically to any particular therapeutic 
method, but offers a judicial review of the various meth- 
ods that have been proposed, recognizing the value and 
limitations of each. On the whole he leans more to the 
so-called “Murphy treatment” than to any other. The 
chapter on Surgery of the Esophagus by Georg Gottstein, 
the elaborator of the esophagoscope, cannot be praised 
too highly; it is an unusually clear, full and thoroughly 
modern exposition of the subject. Particularly to be com- 
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mended are two plates of esophagoscopic pictures. The 
last our chapters on Surgery of the Stomach by A. W. 
Mayo Robson, Surgery of the Liver, the Gall Bladder, and 
the Biliary Ducts by W. J. Mayo and C. H. Mayo, and 
Surgery of the Pancreas and Surgery of the Spleen by 
B. G. A. Moynihan, are each written by masters in their 
respective subjects, and it is difficult to see how their, es- 
says could have been improved upon. The illustrations 
are again a feature. Our opinion is, that the editors and 
publishers may well be proud of this volume. 


Lehmann’s Medizinische Atlanten: Band VI. Atlas 
Chirurgisch = pathologischer Rontgenbilder. Von 
Privatdozent Dr. Rupotr GrasHey, Assistenzart der 
k. chirurgischen Klinik zu Miinchen. Octavo; 152 
pages; 240 half-tones, 105 photographs and 66 line 
cuts. Miinchen: J. F. LEHMann, 1908. 

In the production of x-ray atlases our German col- 
leagues have excelled, as to both quantity and quality. 
This atlas is a worthy contribution and will well repay 
minute study. It presents no special field of x-ray obser- 
vations, nor is it exhaustive in any direction. On the con- 
trary, the skiagraphs are selected from a wide variety of 
bone lesions. The small details of importance in each 
plate are plainly marked by arrows and figures, referred 
to in the corresponding text. Pathological peculiarities 
of a diagnostic character are not described at great length; 
but some of these are mentioned, while others are sug- 
gested to the reader by the markings on the illustrations. 
The skiagraphs and their reproductions are quite excellent. 


Nothnagel’s Practice. Authorized translation from the 
German under the editorial supervision of ALFRED 
StencEL, M.D., Professor of Clinical Medicine in the 
University of Pennsylvania. Diseases of the Heart. 
By Pror. TH. von JUrcENSEN, of Titbingen; Pror. L. 
KreHL, of Greifswald; and Pror. L. von ScHROTTER, 
of Vienna. Edited, with additions, by Grorce Dock, 
M.D., Professor of the Theory and Practice of Medi- 
cine and of Clinical Medicine, University of Michigan, 
Ann Arbor. Octavo; 848 pages; illustrated. Phila- 
delphia and London: W. B. SauNpERs Company, 1908. 
Cloth, $5.00 net; half morocco, $6.00 net. 

“Systems of medicine,” with a multitude of authors, are 
common enough; the advantages of such subdivision of 
the labor are not sutficient, however, to counterbalance the 
lack of: consistency of views, pathologic, diagnostic and 
therapeutic. Nothnagel’s Practice consists of a series of 
monographs by a limited number of authors. The present 
volume represents the work of but three writers—von 
Jiirgensen, von Schrotter and Krehl. The conflict of 
views is minimized, and repetition is infrequent. In a few 
places only—particularly in the discussion of cardiac in- 
sufficiency—does overlapping occur. 

At the end of each topic a very sufficient bibliography is 
appended in addition to numerous references scattered 
throughout the text. These references in the German 
edition are mainly continental, but Dr. Dock’s interpola- 
tions and additions add much to the book’s value and 
bring it fully up to date. 

This volume is most fittingly described as the best book 
extant representing modern views of cardiac conditions. 


Books Received 


The International Medical Annual. A Year Book of 
Treatment and Practitioner’s Index. Twenty-sixth 


Year. Duodecimo; 65 pages; 96 illustrations, and 29 
sg New York: E. B. Treat & Co., 1908. Price, 
3.50. 


Der Gang des Menschen und die Fussgeschwulst. Von 
Dr. Mompurc, Stabsarzt beim Garde-Fussartillerie- 
Regiment. Duodecimo; 87 pages; 22 plates and 8 cuts. 
Berlin: Aucust HirscHwatp, 1908. 

The Submucous Resection of the Nasal Septum. By 
Otto T. Freer, M.D., Professor of Rhinology and 
Laryngology, Chicago Polyclinic, etc. Paper bound 
brochure; 51 pages; 24 illustrations. Chicago: THE 


JoURNAL oF OPHTHALMOLOGY AND 
1908. . Price, 50 cents. 
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A Résumé of Recent Literature. 


Delayed Chloroform Poisoning: Its Nature and Pre- 
me Wma. Hunter, London. Lancet, April 4, 
I 

After a careful study, clinical, pathological and chem- 
ical, of delayed chloroform poisoning, and its rela- 
tion to acid intoxication, the author concludes as follows: 
The vomiting which occurs after administration of an- 
esthetics is not of nervous origin; but it is essentially 
toxemic, due to the profound depression of liver function 
with consequent diminution in its antitoxic function dur- 
ing the period of the administration. This depression will 
be the greater if a liver already weakened by disease or by 
poor nutrition be further unduly weakened by food hav- 
ing been withheid for many hours before the administra- 
tion. This enforced abstention from food before admin- 
istration of an anesthetic may thus in individual cases be 
carried too far, and it is largely responsible for the fatal 
effects of delayed chloroform poisoning in exceptional 
cases. Such effects could in all probability be completely 
prevented if, instead of withholding food, particular care 
was taken that the patient had always a very nutritious 
and easily digestible meal, well-sweetened, two or three 

hours before the operation. 


Idiopathic Gangrene of the Skin in Nursing Infants 
(Die idiopathische Hautgangran im Séduglingsalter). 
P. Herm, Budapest. Berliner Klinische Wochenschrift, 
April 20, 1908. 

The author reports three cases of gangrene of the skin 
occurring in children aged three weeks, six. months and 
nine months respectively. In each case the lesion occurred 
on the distal parts of the lower extremity and was about 
the size of a child’s hands. Recovery followed in each 
case. There was no discoverable cause. The reported 
cases have been few and in those that have come to 
autopsy, thrombosis of a vessel was discovered. No cause, 
however, has been assigned for the thrombosis. 


The Treatment of Phlegmon of the Tendon Sheaths 
(Die Behandlung der Sehnen-Scheidenphlegmone). R. 
Kapp, Berlin. Berliner Klinische Wochenschrift, April 
13, 1908 

The main desideratum in the treatment of the infec- 
tions of the tendon sheaths is, of course, the preservation 
of the tendon. Klapp has found that this can best be at- 
tained if the operation is performed as follows: The sheath 
is opened by two incisions each on the lateral aspects of 
the flexor surface of the finger; the length of the incision 
being shorter than the length of the phalanx; the pus will 
flow out very readily, especially if the finger is flexed; 
after irrigation through and through with salt solution, 
the incisions are covered with plain gauze. No drains or 
tampons are inserted. An alcohol dressing may be ap- 
plied if desired. For the first two or three days the hand 
is immersed in warm salt solution, and the through and 
through irrigations are continued. Active and passive 
motions are made from the first day until the wound is 
healed; after this the fingers and hand are treated with 
hot air in order to promote function. The results obtained 
by. the author by this mode of treatment were excellent. 


In ten cases partial necrosis of the tendon occurred but 
once. 


The Surgical Treatment of Alveolar Pulmonary Em- 
physema. Cuaries GoopMAN and Srecrriep WaAcHs- 
MAN, New York. Medical Record, May 16, 1908. 

This operation is based on the theory of Freund that 
emphysema is due to pathological changes in the costal 
cartilages resulting in rigidity of these structures, there- 
by interfering with the normal expansion of the chest 
wall. The so-called barrel-shaped chest is, according to 
this view, the result and not the primary cause of emphys- 
ema. The cartilages of the second and third ribs on the 
right side are most frequently affected, but these changes 
may involve all the costal cartilages. The first cartilage 
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is rarely, and then usually, the last to be affected. With 
these facts in consideration it has been proposed to re- 
move the offending cartilages in order to permit the chest 
to expand more freely. The authors report five cases in 
which such an operation has been performed, and add four 
cases of their own. In all nine cases the operation was 
attended with marked benefit. In two of the authors’ 
cases in which the chest capacity was taken, this was 
found to be augmented to the extent of 900 c.c., certainly 
a strong index of the value of the operation. As a result 
of their experiences the authors conclude as follows: 

1. Freund’s operation is of great benefit in emphysema 
with a rigid dilated condition of the thorax. 

2. A most convincing feature of this treatment is ob- 
served during operation; when the costal cartilage is re- 
sected the rib recedes immediately, at times below the level 
of the sternum. 

3. The ribs move so freely that the finger tip is dis- 
tinctly squeezed when inserted between the sternum and 
rib. 

4. The lung visibly contracts. 

5. Relief may be afiorded by operating upon one side. 

6. The operation is not dangerous, and is not followed 
by shock. 

7. Cardiac insufficiency, asthma, chronic bronchitis, and 
albuminuria are not necessarily contraindications of the 
operation. 

8. The best results are likely to follow, however, when 
the operation is undertaken before complications have 
arisen. 

g. A removal of, or a plastic operation on, the peri- 
chondrium of the resected cartilages seems imperative in 
order to obtain lasting improvement. (In order to prevent 
reformation of the affected cartilages.) 


Cartilage Tears in the Knee Joint (Ueber traumatische 
Knorpelrisse im Kniegelenk). K. Bivincer. Deutsche 
Zeitschrit fiir Chirurgie, March, 1 

The author discusses traumatic lacerations of the carti- 
lage of the knee joint, which we know frequently lead to 
the formation of loose bodies. The following are his con- 
clusions: Lacerations of cartilage is one of the most fre- 
quent results of injury to the knee joint. The usual sites 
are the articular surfaces of the patella or condyles of 
the femur. Rupture of a subchondral hematoma or lateral 
displacement of the cartilaginous coverings of the bones, 
is responsible for the condition. However, injuries refer- 
able to fractures should not be put into this class. 

As regards clinical course, he says that many of the 
tears heal spontaneously and derangements of function in 
the knee occur only under the following conditions: When 
the cartilaginous flaps are caused to be uplifted so as to 
protrude into the joint, when the tear becomes enlarged 
by added trauma, when a chondritis develops in the vicin- 
ity, or when a piece of cartilage separates and forms a 
loose body. It is impossible to diagnosticate the condition 
of pure tear of cartilage in most cases, and therefore we 
must treat the condition of traumaite gonitis which usually 
presents itself, in accordance with well-known surgical 
principles. Whenever the conservative treatment does not 
answer, the author recommends a wide exposure of the 
joint by throwing the patella upward; a thorough ex- 
posure of the articular surfaces, and removal of those 
pieces of cartilage which are responsible for the functional 
disturbances. 


Anterior Dislocation of the Sternal Ends of the Clav- 
icles: Treatment of Fracture of the Clavicles with 
Good Results. T. H. Mippiesro’, Owen Sound (Can- 
ada). Lancet, April 16, 1908. 

In the author’s case, dislocation of either end of the 
clavicle occurred easily upon the slightest exertion; the 
resulant disability was so great that the patient was prac- 
tically incapacitated for any kind of work. After all kinds 
of remedial measures, such as jackets, trusses, bandages, 
“te, had been employed without avail, the author divided 
the clavicles about one inch from the inner end and then 
encased the shoulders in a plaster of Paris bandage in the 
extreme position that before this used to produce disloca- 
tion. The principle involved was the destruction of the 
fulcrum of the lever, formed by the first rib and the rhom- 


boid ligament. The ultimate functional result fully war- 
ranted the expectations of the author. As far as the 
author is aware, this operation has never been attempted 
before for this condition. 


Report of ‘Nine Cases of Fracture of the Carpa! 
eget L. W. Ety, New York. Medical Record, 
May 9, 1908 

Ely reports in detail nine cases with skiagraphs and 
offers the following conclusions: 

I. Fracture of the scaphoid is comparatively frequent, 
and is often mistaken for sprain of the wrist. 

2. It often escapes detection and recovers without any 
treatment. 

3. It is usually caused by a fall on the extended hand. 
It may be caused by punching with the clenched fist, or 
rarely by superflexion of the hand. 

4. The one important symptom is tenderness over the 
scaphoid on the dorsum of the wrist in the “tabatiére,” or 
slightly internal to this spot. All the other classic sy mp- 
toms of a fracture may be absent, except pain on motion. 

5. If the tracture be accompanied by a dislocation of 
the semilunar, extension of the fingers, especially of the 
middle finger, will be limited and painful, and the dis- 
ability will be much greater. 

The prognosis of simple uncomplicated fracture of 
the scaphoid is good; that of fracture with dislocation is 
less favorable. 

7. A good treatment of simple fracture is immediate 
immobilization. 

If the semilunar is sieteeeiid a piece of the scaphoid 
often goes with it. 

9. If a dislocation is present, the dislocated bone must 
be replaced. If this is not possible, then it should be re- 
moved. 

10. Roughly speaking, sensitiveness over the scaphoid, 
with a history of a fall on the extended hand, without 
much disability or swelling means simple fracture. If 
great‘swelling and disability are present, and the middle 
finger is held in rigid flexion, a dislocation accompanies 
the fracture. 


The Treatment of Fractures of the Patella of Long 
Standing. Lorn Lister. British Medical Journal, 
April 11, 1 

In old fractures of the patella which have healed with 

considerable separation of the fragments Lister has de- 
vised the following operation: A small vertical incision is 
made over each fragment; through the upper fragment 
two holes are drilled into the bone in an oblique direc- 
tion; a piece of wire is drawn through both holes so that 
the middle of the loop, when pulled, lies on the surface 
of the fragment; the ends of the wire are drawn into 
the lower wound and made to pass through correspond- 
ing holes in the lower fragment; after the upper fragment 
is drawn forcibly down with the aid of a strong sharp 
hook the wire is made taut and the ends are cut short. 
Both wounds are closed and the limb for the first few 
days is suspended in the vertical position. At the end of 
a certain period, both fragments will be found to have 
approximated considerably. A second operation is then 
performed; this consists in removal of the wire, the in- 
sertion in its place of two interrupted sutures, freshening 
of the fractured surfaces and coaptation. The results 
in two cases were surprisingly satisfactory. 


Unrecognized Fractures of the Hip. Apert 
Los Angeles. Journal of the American Medical As- 
sociation, May 16, 1908. 

Soiland reports three cases of unrecognized impacted 
fractures of the neck of the femur, one of them compli- 
cated by dislocation, which was reduced without disturb- 
ing the impaction. All were revealed by the Roentgen ray. 
He thinks such cases occur more frequently than is sus- 
pected, the shortening being so slight that it is not de- 
tected, and the injury is diagnosed as confined to the soft 
parts. He concludes, therefore, that it is not always safe 
to pass an opinion lightly on what appears to be a minor 
injury of the hip joint, especially when found in middle 
life or later. Examination under anesthesia cannot always 
be depended on, and if sufficient force is used to produce 
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crepitus, the results may be disastrous to the patient. The 
best way to determine the extent of the injury, and to re- 
move all doubt in such cases is to make a Roentgen diag- 
nosis, which is possible almost everywhere. 


Non-parasitic Cysts of the Spleen (Ein Beitrag sur 
Chirurgie der nichtparasitaren Milzcysten). E. Bircu- 
ae Aarau. Deutsche Zeitschrift fiir Chirurgie, March, 
1908. 

The author analyzes all the reported cases of cysts of 
the spleen which were accessible to him, tabulates thirty- 
three cases and gives the history of his patient in detail. 
According to Litten we may distinguish three varieties: 
Serous, with pale yellow fluid; hemorrhagic, with choco- 
late colored content; and lymph cysts, with clear fluid. 
Trauma undoubtedly plays a part in the production of 
some of the cysts. ‘The small lymph variety is often mul- 
tiple, and usually occurs in the lower pole. The hemor- 
rhagic cyst may attain considerable size and present a 
number of locules. Dark red or chocolate colored fluid 
sometimes mixed with blood coagula is the usual content. 

As regards the symptoms, it is only the large cysts that 
produce appreciable subjective signs. Such are a feeling 
of heaviness, of pressure in the splenic region, and com- 
pression symptoms on the neighboring viscera. Derange- 
ments of digestion, and dyspnea are not uncommon. The 
diagnosis is at all times difficult, because the cysts of the 
kidney, liver, pancreas and mesentery may give similar 
physical signs. Monnier called attention to the value of 
perisplenic friction sounds, which resemble the creaking of 
new leather, as being of diagnostic importance. In the 
treatment we have recourse to three methods: first, con- 
servative splenotomy with drainage; second, extirpation, 
and third, splenectomy. 


Non-parasitic Cysts of the Liver. W. G. MacDonatp, 
Albany. New York State Journal of Medicine, April, 
1908. 

The author reports three operated cases of this rare 
condition. The first occurred in a man who presented all 
the clinical symptoms and signs of cirrhosis; the liver 
was enlarged, hard and irregularly nodular; there was 
ascites and slight edema of the legs. At operation the 
liver was found to contain numerous cysts; one large cyst 
in the right lobe containing about 3 liters of clear fluid 
was punctured and evacuated. The patient died at the end 
of a few weeks from infection after another puncture 
had been resorted to. At autopsy the kidneys were also 
found cystic. The second patient presented an irregular 
fixed mass beneath the lower border of the ribs on the 
right side apparently continuous with liver. At operation 
the tumor was found to be a large cyst arising from the 
under surface of liver. The cyst was opened, drained and 
the patient recovered. In the third the symptoms and 
location of the tumor lead to the diagnosis of distension 
of the gall bladder with probable calculi. At operation a 
cyst of the under surface of the liver was found, which 
was excised. Recovery. 


Pancreatitis Resulting from Gall Stone Disease. W. 
J. Mayo, Rochester (Minn.). New York State Jour- 
nal of Medicine, April, 1908. 

In a series of 2,200 operations upon the gall bladder, 
performed at the Mayo Hospital, an associated affection 
of the pancreas was found in 6 1/1o per cent. of the cases. 
In 268 operations upon the common and hepatic ducts, the 
pancreas showed disease in 18.6 per cent., against about 
4% per cent. where the gall bladder alone was involved. 
The cause of pancreatitis consequent upon gall stone dis- 
ease is due to the close anatomical relations of the ex- 
cretory ducts of the gall bladder and the pancreas. There- 
fore a stone lodging in the common duct or an infection 
in any section of the bile tract also exposes the duct of 
Wirsung to infection; and if a stone is impacted in papilla 
of Vater, the bile may force its way into the duct of the 
pancreas and set up a chemical pancreatitis. Pancreatitis 
may be either acute, subacute or chronic. The acute cases 
Present themselves in the forms of hemorrhagic pancrea- 
titis with or without fat necrosis. If the process is less 
acute the so-called “pancreatitis apoplexy” results. Of 
three acute cases of acute pancreatitis one died. Of sub- 
acute cases all recovered. The only points of note to be 


followed in the operation are two: 1. If gall stones are 
present they should be removed and the gall bladder 
drained. 2. If fluid is present in the peritoneal cavity, 
temporary drainage should be established. Chronic pan- 
creatitis may be interlobular or interacinar. Both pro- 
duce practically the same symptoms, except that in the 
interacinar form diabetes may result, due to destruction 
of the islands of Langerhans. The symptoms of chronic 
pancreatitis are jaundice, emaciation, pigmentation of the 
skin, and pasty and fatty stools; occasionally the hard, 
firm pancreas may be felt in the epigastrium. An ante- 
cedent history of gall stones can usually be obtained. The 
author's limited experience with the Cammidge reaction 
has been favorable. The treatment of chronic pancrea- 
titis consists in drainage of the biliary tract. If stones are 
present in the common or hepatic duct, these are removed, 
and the common duct is rendered patent. If no stones 
are present, cholecyst-enterostomy or cholecystostomy 
should be done, preferably the former. 


Acute Pyelitis Due to Acute Appendicitis. Guy L. 
Hunner, Baltimore. Journal of the American Medi- 
cal Association, April 25, 1908 

Hunner reports four cases, rather unique in literature, 
illustrating the connection of acute pyelitis with appendi- 
citis. The cases are of special significance because of the 
obscurity of the symptoms of the antecedent attack of ap- 
pendicitis, and a dependence on the urinary findings to the 
exclusion of other diagnostic aids might end in disaster, 
Two features in these cases besides the abnormal urine 
suggest themselves as being fairly constant and therefore 
of possible future diagnostic value; these are bladder dis- 
turbance and the early cessation of the microscopic signs: 
of urinary tract disease. These were present in all four 
cases. The pathology is suggested by the findings in Case 
1. The appendix was densely adherent over the pelvic 
ureter. This would naturally lead to inflammation and 
obstruction, causing acute hydronephrosis with its chances 
of kidney infection. Hunner’s meeting with four such 
cases in three years makes him think that they cannot be 
very rare, and Dr. Edward Ochsner has told him of two 
similar cases coming under the observation of himself and 
his brother. Hunner mentions an observation of still an- 
other case, probably of this class, which he did not include 
in his paper because the urinary symptoms were not 
marked. The importance of early recognition of these 
cases is obvious. A pyelitis or kidney condition, in itself, 
is rarely immediately dangerous, but the overlooking of 
an acute fulminating appendicitis because of dependence 
on the urinary examination might cost the patient his life. 


An Address on Gastro-enterostomy and After. B. G. 
MoyNIHAN, Leeds. British Medical Journal, May 9, 
1908. 

Moynihan concludes as follows: 

1. Gastroenterostomy is a_ short-circuiting operation, 
and, like all such procedures, acts best when a gross me- 
chanical obstruction exists in the normal path of the in- 
testinal contents. 

2. Experimental work shows that when the pylorus is 
normal, and there is no impediment to the passage of food 
through it, the opening made in the operation of gastro- 
enterostemy does not allow of the escape of any of the 
gastric contents into the intestine. 

3. The operation, therefore, gives the best results in 
cases where there is organic disease in the prepyloric or 
pyloric regions of the stomach or duodenum, or when 
performed on the cardiac side of a stenosis in the body 
of the stomach. 

4. When an ulcer is found on the lesser curvature to- 
wards the cardia it should be excised if possible; gastro- 
enterostomy is not necessary, and if performed is either 
almost useless or entirely harmful. 

5. When there is a suspicion of malignancy in an ulcer 
or ulcers in the pyloric region, Rodman’s operation should 
be performed. 

6. Under no circumstances, and in compliance with no 
persuasion however insistent, is gastro-enterostomy to be 
done in the absence of demonstrable organic disease. 

7. Regurgitant .vomiting, formerly the most trouble- 
some of all complications, is dependent upon faults in the 
operation which result in some mechanical obstruction ta 
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the intestine. These faults are chiefly dependent upon the 
presence of a “loop” in the jejunum, but may also be 
caused by a twist in the intestine around its longitudinal 
axis at the time of its application to the stomach. , 

8. The posterior no-loop operation with the vertical 
application of the bowel to the stomach is the best pro- 
cedure. 

Intestinal Anastomosis without Open Incisions by 
Means of Basting Stitches. FE. M. Parker and H. 
H. Kerr, Washington. Johns Hopkins Medical Bul- 
letin, May, 1908 

This method appeals to us not only because of its ad- 
vantages, but also because of its extreme simplicity. The 
method briefly is as follows: The intestinal walls are di- 
vided between two narrow-bladed crushing clamps, the 
cut surface being made flush with the edge of the instru- 
ment. A coninuous Cushing basting stitch is inserted 
around the clamp, so that the loops between the stitches 
cross over the blades of the clamp; the clamp is removed 
and as this is done the stitch is drawn tight; this closes 
the lumen of the intestine and at the same time inverts 
the edges. After proceeding similarly on the other side, 
the two ends are anastomosed by means of the conven- 
tional Sembert sutures; when this has been accomplished 
the basting stitches are removed by simply cutting them 
short and withdrawing them. The new intestinal canal 
thereupon instantly becomes patent. This method carries 
with it not only the obvious advantage of cleanliness, but 
also that of its applicability to any kind of anastomosis. 
It also permits of the union of two intestinal loops of 
unequal caliber; this is simply attained by drawing upon 
the basting stitch until the puckered end is of the diameter 
of the loop with which it is to be connected. Observa- 
tions on fourteen dogs proved this method to be feasible. 


Rapid and Aseptic Anastomosis of the Hollow Viscera 
by a New Method. E. Wyiiys Anprews, Chicago. 
Journal of the American Medical Association, May 16, 
1908. 

Andrews, after noticing the advantages of the ligature 
methods, remarks on certain drawbacks, especially the fact 
that they do not create an immediate opening and their 
tendency to pucker the visceral walls and describes an in- 
strument for rapid anastomosis that seems to meet these 
objections. It consists essentially in a forceps having 
blades equal to the length of the openings desired in the 
viscera, the blades being bodkin pointed, like the McGraw 
needle, after the preliminary suture, and are clamped so 
as to crush the tissues and a slender chisel-pointed blade 
is thrust through the two grooves which form a sort of 
tunnel in the closed blades cutting a linear opening entirely 
through the walls of both viscera. The instruments are 
figured, among them a simpler and earlier form very sim- 
ilar to one devised by Flint, which might be called Flint’s 
forceps. Care should be taken not to cut the encircling 
suture, and to avoid hemorrhage by careful deep suturing 
and avoidance of large arteries in choosing the line of 
anastomosis. The use of a heated cauterizing blade and 
the crushing action of the improved forceps minimize the 
danger, but suturing should not be neglected. 


Suppurative Phlegmonous Gastritis, with the Report 
of a Successful Laparotomy (Probably the First) 
in the Treatment of a Case. J. W. Bovér, Wash- 
ington. American Journal of Medical Sciences, May, 
1908 

A woman, thirty-six years of age, had suffered for years 
with epigastric pain which was usually relieved by taking 
food. She was about six months pregnant. After a hearty 
dinner of boiled cabbage and crabs she was suddenly at- 
tacked by violent pains in the stomach region. The fol- 
lowing day the pain continued and vomiting set in. The 
bowels did not respond to cathartics or to enemata and 
the temperature ranged between 99.5° and 101.5°; pulse 
tapid and weak; no chills. The epigastrium was distended 
and exquisitely tender. On the third day the abdomen 
was opened and a mass the size of a man’s fist was found 
at the pyloric region, which was soft but not doughy to 
the touch. The middle of the greater curvature was fully 


three-quarters of an inch thick, the stomach wall gradually 
thinning toward the cardiac end. Exploratory incision into 


the stomach showed that the pylorus was impermeable to 
the tip of the little finger; after suture of this incision, 
the mass near the pylorus was opened and found to con- 


tain two or three ounces of pus. The cavity was drained 
and after a tedious convalescence the patient recovered. 
The author prefaces his report by a summary of the lit- 
erature. 


The Wiring Operation in the Treatment of Aneurism 
of the Aorta. H. A. Hare, Philadelphia. Therapeu- 
tic Gazette, April 15, 1908. 

The author reports a few of his experiences in this op- 
eration. In the first place, remarkable diminution of 
pain is noted in every case. A second noteworthy feature 
is the diminution in the patient’s dyspnea, or rather in the 
symptoms of pressure, before the operation is even fin- 
ished. The author has not seen a single accident occur- 
ring in the course of sixty odd operations. The operation 
is never permanently curative, but life is usually prolonged 
and sometimes for a long period. The author uses gold 
wire in all cases; after insertion of the wire an electric 
current of 70 to 80 milliamperes is transmitted through 
the wire for a period of not less than fifty minutes to 
an hour. -It is important not to insert the needle so far 
into the sac that the shoulder of the needle comes in con- 
tact with the skin; if this precaution is not observed a 
burn of the skin is caused, resulting in a weakening of 
the aneurismal wall. 


Remarks Upon Excision of the Body of the Scapula. 
R. P. Rowranps, London. British Medical Journal, 
March 28, 1908. 

After reporting a successful case of excision of the 
scapula for enchondroma, the author concludes: 

1. That for suitable cases excision of the body of the 
scapula, with preservation of the processes and glenoid 
socket, is a much better operation than excision of the 
whole bone, because it leaves a limb far more perfect from 
the functional and the artistic points of view. 

2. That the operation is especially suitable for innocent 
growths, which fortunately and frequently leave the proc- 
esses and the shoulder-joint unaffected. 

3. That it may be adopted in preference to complete ex- 
cision of the scapula for some small and for some slow- 
growing malignant growths without increasing the imme- 
diate risk of death, and probably without increasing the 
danger of either local or general recurrence. 

4. That it may be occasionally suitable for inflammatory 
— of the scapula when the shoulder-joint is unaf- 
ected. 

5. That it is wise to tie the three main vessels as early 
as possible in the operation, and that this can be easily 
done through a suitably arranged posterior T-shaped in- 
cision. 

6. That the success of the operation largely depends 
upon careful asepsis, the sewing of some of divided mus- 
cles together, and the early adoption of systematic active 
and passive movements of the shoulder. 


A Case of Brain Abscess Showing the Pneumococcus. 
GREEN, Boston. Journal of the American Med- 
ical Association, May 2, 1908. 

Green reports a case of brain abscess from pneumococcic 
infection and gives brief abstracts of other similar cases 
found by him in medical literature. The onset of symp- 
toms was gradual. The patient, a woman, aged thirty-five, 
first felt tingling and numbness, followed later by gradual- 
ly appearing right motor paralysis, fever, stiffness of neck, 
partial aphasia and dulness of intellect. She grew gradual- 
ly worse and died nine weeks and two days after the first 
appearance of the symptoms. The autopsy revealed a 
pneumococcic abscess of the left optic thalamus, with sec- 
ondary pyocephalus, ependymitis, basal leptomeningitis and 
bronchopneumonia. The points of special interest noted 
were the cellular proportions in the meningeal exudate 
and in the perivascular and general infiltration (predomi- 
nance of lymphocytes and plasma cells) and the absence 
of determinable source of entry of the infection. In the 
abscess cavity, the ventricular lumen and the bronchial 
exudate, polymorphonuclear leucocytes prevailed. Lanceo- 
late diplococci were found freely in all the affected tissues, 
showing a generalized infection. 
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